July 6, 2016

here and make a difference. Every sin-
gle Member who said: I have a dif-
ference that I can make on this legisla-
tion, the Committee on Rules said:
Bring your amendment to the floor,
and we will have a vote.

Let’s succeed together on the little
things, Mr. Speaker. If the hard things
were easy, we would have done them
already. The hard things are hard, and
that is the problem. Let’s get together
on these things that are common sense.
Let’s get together on these things that
bring us together. Let’s get together on
these things where every single voice
in the Chamber is being heard. Let’s
succeed, let’s make a difference, and
then let’s come back tomorrow and do
it again.

The material previously referred to
by Mr. PoLi1s is as follows:

AN AMENDMENT TO H. RES. 803 OFFERED BY

MR. PoLIS

At the end of the resolution, add the fol-
lowing new sections:

SEC. 3. Immediately upon adoption of this
resolution the Speaker shall, pursuant to
clause 2(b) of rule XVIII, declare the House
resolved into the Committee of the Whole
House on the state of the Union for consider-
ation of the bill (H.R. 1076) to increase public
safety by permitting the Attorney General
to deny the transfer of a firearm or the
issuance of firearms or explosives licenses to
a known or suspected dangerous terrorist.
The first reading of the bill shall be dis-
pensed with. All points of order against con-
sideration of the bill are waived. General de-
bate shall be confined to the bill and shall
not exceed one hour equally divided and con-
trolled by the chair and ranking minority
member of the Committee on the Judiciary.
After general debate the bill shall be consid-
ered for amendment under the five-minute
rule. All points of order against provisions in
the bill are waived. At the conclusion of con-
sideration of the bill for amendment the
Committee shall rise and report the bill to
the House with such amendments as may
have been adopted. The previous question
shall be considered as ordered on the bill and
amendments thereto to final passage with-
out intervening motion except one motion to
recommit with or without instructions. If
the Committee of the Whole rises and re-
ports that it has come to no resolution on
the bill, then on the next legislative day the
House shall, immediately after the third
daily order of business under clause 1 of rule
XIV, resolve into the Committee of the
Whole for further consideration of the bill.

SEC. 4. Clause 1(c) of rule XIX shall not
apply to the consideration of H.R. 1076.

THE VOTE ON THE PREVIOUS QUESTION: WHAT
IT REALLY MEANS

This vote, the vote on whether to order the
previous question on a special rule, is not
merely a procedural vote. A vote against or-
dering the previous question is a vote
against the Republican majority agenda and
a vote to allow the Democratic minority to
offer an alternative plan. It is a vote about
what the House should be debating.

Mr. Clarence Cannon’s Precedents of the
House of Representatives (VI, 308-311), de-
scribes the vote on the previous question on
the rule as ‘“‘a motion to direct or control the
consideration of the subject before the House
being made by the Member in charge.”” To
defeat the previous question is to give the
opposition a chance to decide the subject be-
fore the House. Cannon cites the Speaker’s
ruling of January 13, 1920, to the effect that
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“‘the refusal of the House to sustain the de-
mand for the previous question passes the
control of the resolution to the opposition”
in order to offer an amendment. On March
15, 1909, a member of the majority party of-
fered a rule resolution. The House defeated
the previous question and a member of the
opposition rose to a parliamentary inquiry,
asking who was entitled to recognition.
Speaker Joseph G. Cannon (R-Illinois) said:
““The previous question having been refused,
the gentleman from New York, Mr. Fitz-
gerald, who had asked the gentleman to
yield to him for an amendment, is entitled to
the first recognition.”’

The Republican majority may say ‘‘the
vote on the previous question is simply a
vote on whether to proceed to an immediate
vote on adopting the resolution . .. [and]
has no substantive legislative or policy im-
plications whatsoever.”” But that is not what
they have always said. Listen to the Repub-
lican Leadership Manual on the Legislative
Process in the United States House of Rep-
resentatives, (6th edition, page 135). Here’s
how the Republicans describe the previous
question vote in their own manual: ‘“‘Al-
though it is generally not possible to amend
the rule because the majority Member con-
trolling the time will not yield for the pur-
pose of offering an amendment, the same re-
sult may be achieved by voting down the pre-
vious question on the rule. ... When the
motion for the previous question is defeated,
control of the time passes to the Member
who led the opposition to ordering the pre-
vious question. That Member, because he
then controls the time, may offer an amend-
ment to the rule, or yield for the purpose of
amendment.”’

In Deschler’s Procedure in the U.S. House
of Representatives, the subchapter titled
‘“‘Amending Special Rules’’ states: ‘‘a refusal
to order the previous question on such a rule
[a special rule reported from the Committee
on Rules] opens the resolution to amend-
ment and further debate.”” (Chapter 21, sec-
tion 21.2) Section 21.3 continues: ‘“Upon re-
jection of the motion for the previous ques-
tion on a resolution reported from the Com-
mittee on Rules, control shifts to the Mem-
ber leading the opposition to the previous
question, who may offer a proper amendment
or motion and who controls the time for de-
bate thereon.”

Clearly, the vote on the previous question
on a rule does have substantive policy impli-
cations. It is one of the only available tools
for those who oppose the Republican major-
ity’s agenda and allows those with alter-
native views the opportunity to offer an al-
ternative plan.

Mr. WOODALL. Mr. Speaker, I yield
back the balance of my time, and I
move the previous question on the res-
olution.

The SPEAKER pro tempore (Mr.
GRAVES of Louisiana). The question is
on ordering the previous question.

The question was taken; and the
Speaker pro tempore announced that
the ayes appeared to have it.

Mr. POLIS. Mr. Speaker, on that I
demand the yeas and nays.

The yeas and nays were ordered.

The SPEAKER pro tempore. Pursu-
ant to clause 8 of rule XX, further pro-
ceedings on this question will be post-
poned.

———
ANNOUNCEMENT BY THE SPEAKER
PRO TEMPORE

The SPEAKER pro tempore. Pursu-
ant to clause 8 of rule XX, the Chair
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will postpone further proceedings
today on the motion to suspend the
rules on which a recorded vote or the
yeas and nays are ordered, or on which
the vote incurs objection under clause
6 of rule XX.

Any record vote on the postponed
question will be taken later.

———————

HELPING FAMILIES IN MENTAL
HEALTH CRISIS ACT OF 2016

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I move to suspend the rules
and pass the bill (H.R. 2646) to make
available needed psychiatric, psycho-
logical, and supportive services for in-
dividuals with mental illness and fami-
lies in mental health crisis, and for
other purposes, as amended.

The Clerk read the title of the bill.

The text of the bill is as follows:

H.R. 2646

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE; TABLE OF CONTENTS.

(a) SHORT TITLE.—This Act may be cited as
the ‘‘Helping Families in Mental Health Cri-
sis Act of 2016°".

(b) TABLE OF CONTENTS.—The table of con-
tents for this Act is as follows:

Sec. 1. Short title; table of contents.

TITLE I—ASSISTANT SECRETARY FOR
MENTAL HEALTH AND SUBSTANCE USE

Sec. 101. Assistant Secretary for Mental
Health and Substance Use.

Sec. 102. Improving oversight of mental
health and substance use pro-
grams.

National Mental Health and Sub-
stance Use Policy Laboratory.

Peer-support specialist programs.

Prohibition against lobbying using
Federal funds by systems ac-
cepting Federal funds to pro-
tect and advocate the rights of
individuals with mental illness.

Reporting for protection and advo-
cacy organizations.

Grievance procedure.

Center for Behavioral Health Sta-
tistics and Quality.

Strategic plan.

Authorities of centers for mental
health services and substance
abuse treatment.

Sec. 111. Advisory councils.

Sec. 112. Peer review.

TITLE II—-MEDICAID MENTAL HEALTH
COVERAGE

Rule of construction related to
Medicaid coverage of mental
health services and primary
care services furnished on the
same day.

Optional limited coverage of inpa-
tient services furnished in in-
stitutions for mental diseases.

Study and report related to Med-
icaid managed care regulation.

Guidance on opportunities for inno-
vation.

Study and report on Medicaid
emergency psychiatric dem-
onstration project.

Providing EPSDT services to chil-
dren in IMDs.

Electronic visit verification system
required for personal care serv-
ices and home health care serv-
ices under Medicaid.

Sec. 103.

104.
105.

Sec.
Sec.

Sec. 106.

107.
108.

Sec.
Sec.

109.
110.

Sec.
Sec.

Sec. 201.

Sec. 202.

Sec. 203.

Sec. 204.

Sec. 205.

Sec. 206.

Sec. 207.
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TITLE III—-INTERDEPARTMENTAL SERI-
OUS MENTAL ILLNESS COORDINATING
COMMITTEE

Sec. 301. Interdepartmental Serious Mental
Illness Coordinating Com-
mittee.

TITLE IV—COMPASSIONATE
COMMUNICATION ON HIPAA

Sec. 401. Sense of Congress.

Sec. 402. Confidentiality of records.

Sec. 403. Clarification of  circumstances
under which disclosure of pro-
tected health information is
permitted.

Sec. 404. Development and dissemination of
model training programs.

TITLE V—INCREASING ACCESS TO

TREATMENT FOR SERIOUS MENTAL
ILLNESS

Sec. 501. Assertive community treatment
grant program for individuals
with serious mental illness.

Sec. 502. Strengthening community crisis
response systems.

Sec. 503. Increased and extended funding for
assisted outpatient grant pro-
gram for individuals with seri-
ous mental illness.

Sec. 504. Liability protections for health
professional volunteers at com-
munity health centers.

TITLE VI—SUPPORTING INNOVATIVE
AND EVIDENCE-BASED PROGRAMS

Subtitle A—Encouraging the Advancement,
Incorporation, and Development of Evi-
dence-Based Practices

Sec. 601. Encouraging innovation and evi-
dence-based programs.

Sec. 602. Promoting access to information
on evidence-based programs and
practices.

Sec. 603. Sense of Congress.

Subtitle B—Supporting the State Response
to Mental Health Needs

Sec. 611. Community Mental Health Serv-
ices Block Grant.

Subtitle C—Strengthening Mental Health
Care for Children and Adolescents

Sec. 621. Tele-mental health care access
grants.

Sec. 622. Infant and early childhood mental
health promotion, intervention,
and treatment.

Sec. 623. National Child Traumatic Stress
Initiative.

TITLE VII—-GRANT PROGRAMS AND
PROGRAM REAUTHORIZATION
Subtitle A—Garrett Lee Smith Memorial
Act Reauthorization

Sec. 701. Youth interagency research, train-
ing, and technical assistance
centers.

702. Youth suicide early intervention
and prevention strategies.

703. Mental health and substance use
disorder services on campus.

Subtitle B—Other Provisions

711. National Suicide Prevention Life-
line Program.

Workforce development studies and
reports.

Minority Fellowship Program.

Center and program repeals.

National violent death reporting
system.

Sense of Congress on prioritizing
Native American youth and sui-
cide prevention programs.

Peer professional workforce devel-
opment grant program.

National Health Service Corps.

Adult suicide prevention.

Crisis intervention grants for po-
lice officers and first respond-
ers.

Sec.

Sec.

Sec.

Sec. T12.
713.
714.
715.

Sec.
Sec.
Sec.

Sec. 716.

Sec. T17.
718.
719.
720.

Sec.
Sec.
Sec.
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Sec. 721. Demonstration grant program to
train health service psycholo-
gists in community-based men-
tal health.

Sec. 722. Investment in tomorrow’s pediatric
health care workforce.

Sec. 723. CUTGO compliance.

TITLE VIII-MENTAL HEALTH PARITY

Sec. 801. Enhanced compliance with mental
health and substance use dis-
order coverage requirements.

Action plan for enhanced enforce-
ment of mental health and sub-
stance use disorder coverage.

Report on investigations regarding
parity in mental health and
substance use disorder benefits.

GAO study on parity in mental
health and substance use dis-
order benefits.

Information and awareness on eat-
ing disorders.

Education and training on eating
disorders.

GAO study on preventing discrimi-
natory coverage limitations for
individuals with serious mental
illness and substance use dis-
orders.

Sec. 808. Clarification

rules.

TITLE I—ASSISTANT SECRETARY FOR

MENTAL HEALTH AND SUBSTANCE USE
SEC. 101. ASSISTANT SECRETARY FOR MENTAL

HEALTH AND SUBSTANCE USE.

(a) ASSISTANT SECRETARY.—Section 501(c)
of the Public Health Service Act (42 U.S.C.
290aa) is amended to read as follows:

““(c) ASSISTANT SECRETARY AND DEPUTY AS-
SISTANT SECRETARY.—

‘(1) ASSISTANT SECRETARY.—

‘“(A) APPOINTMENT.—The Administration
shall be headed by an official to be known as
the Assistant Secretary for Mental Health
and Substance Use (hereinafter in this title
referred to as the ‘Assistant Secretary’) who
shall be appointed by the President, by and
with the advice and consent of the Senate.

‘“(B) QUALIFICATIONS.—In selecting the As-
sistant Secretary, the President shall give
preference to individuals who have—

“(1) a doctoral degree in medicine, osteo-
pathic medicine, or psychology;

‘“(ii) clinical and research experience re-
garding mental health and substance use dis-
orders; and

‘(iii) an understanding of biological, psy-
chosocial, and pharmaceutical treatments of
mental illness and substance use disorders.

‘“(2) DEPUTY ASSISTANT SECRETARY.—The
Assistant Secretary, with the approval of the
Secretary, may appoint a Deputy Assistant
Secretary and may employ and prescribe the
functions of such officers and employees, in-
cluding attorneys, as are necessary to ad-
minister the activities to be carried out
through the Administration.”.

(b) TRANSFER OF AUTHORITIES.—The Sec-
retary of Health and Human Services shall
delegate to the Assistant Secretary for Men-
tal Health and Substance Use all duties and
authorities that—

(1) as of the day before the date of enact-
ment of this Act, were vested in the Admin-
istrator of the Substance Abuse and Mental
Health Services Administration; and

(2) are not terminated by this Act.

(c) EVALUATION.—Section 501(d) of the Pub-
lic Health Service Act (42 U.S.C. 290aa(d)) is
amended—

(1) in paragraph (17), by striking ‘“‘and” at
the end;

(2) in paragraph (18), by striking the period
at the end and inserting a semicolon; and

(3) by adding at the end the following:

‘4(19) evaluate, in consultation with the As-
sistant Secretary for Financial Resources,

Sec. 802.

Sec. 803.

Sec. 804.

Sec. 805.

Sec. 806.

Sec. 807.

of existing parity
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the information used for oversight of grants
under programs related to mental illness and
substance use disorders, including co-occur-
ring illness or disorders, administered by the
Center for Mental Health Services;

‘“(20) periodically review Federal programs
and activities relating to the diagnosis or
prevention of, or treatment or rehabilitation
for, mental illness and substance use dis-
orders to identify any such programs or ac-
tivities that have proven to be effective or
efficient in improving outcomes or increas-
ing access to evidence-based programs;

‘“(21) establish standards for the appoint-
ment of peer-review panels to evaluate grant
applications and recommend standards for
mental health grant programs; and’’.

(d) STANDARDS FOR GRANT PROGRAMS.—
Section 501(d) of the Public Health Service
Act (42 U.S.C. 290aa(d)), as amended by sub-
section (c), is further amended by adding at
the end the following:

‘(22) in consultation with the National
Mental Health and Substance Use Policy
Laboratory, and after providing an oppor-
tunity for public input, set standards for
grant programs under this title for mental
health and substance use services, which
may address—

““(A) the capacity of the grantee to imple-
ment the award;

“(B) requirements for the description of
the program implementation approach;

‘(C) the extent to which the grant plan
submitted by the grantee as part of its appli-
cation must explain how the grantee will
reach the population of focus and provide a
statement of need, including to what extent
the grantee will increase the number of cli-
ents served and the estimated percentage of
clients receiving services who report positive
functioning after 6 months or no past-month
substance use, as applicable;

‘(D) the extent to which the grantee must
collect and report on required performance
measures; and

‘“(E) the extent to which the grantee is
proposing evidence-based practices and the
extent to which—

‘‘(i) those evidence-based practices must be
used with respect to a population similar to
the population for which the evidence-based
practices were shown to be effective; or

‘(i) if no evidence-based practice exists
for a population of focus, the way in which
the grantee will implement adaptations of
evidence-based practices, promising prac-
tices, or cultural practices.”.

(e) EMERGENCY RESPONSE.—Section 501(m)
of the Public Health Service Act (42 U.S.C.
290aa(m)) is amended by adding at the end
the following:

‘“(4) AVAILABILITY OF FUNDS THROUGH FOL-
LOWING FISCAL YEAR.—Amounts made avail-
able for carrying out this subsection shall re-
main available through the end of the fiscal
year following the fiscal year for which such
amounts are appropriated.”.

(f) MEMBER OF COUNCIL ON GRADUATE MED-
ICAL EDUCATION.—Section 762 of the Public
Health Service Act (42 U.S.C. 2900) is amend-
ed—

(1) in subsection (b)—

(A) by redesignating paragraphs (4), (5),
and (6) as paragraphs (5), (6), and (7), respec-
tively; and

(B) by inserting after paragraph (3) the fol-
lowing:

‘“(4) the Assistant Secretary for Mental
Health and Substance Use;”’; and

(2) in subsection (c), by striking ‘(4), (),
and (6)” each place it appears and inserting
“(5), (6), and (7).

(g) CONFORMING AMENDMENTS.—Title V of
the Public Health Service Act (42 U.S.C.
290aa et seq.), as amended by the previous
provisions of this section, is further amend-
ed—
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(1) by striking ‘‘Administrator of the Sub-
stance Abuse and Mental Health Services
Administration’ each place it appears and
inserting ‘‘Assistant Secretary for Mental
Health and Substance Use’’; and

(2) by striking ‘‘Administrator’ each place
it appears (including in any headings) and in-
serting ‘‘Assistant Secretary’’, except where
the term ‘‘Administrator’” appears—

(A) in each of subsections (e) and (f) of sec-
tion 501 of such Act (42 U.S.C. 290aa), includ-
ing the headings of such subsections, within
the term ‘‘Associate Administrator’’;

(B) in section 507(b)(6) of such Act (42
U.S.C. 290bb(b)(6)), within the term ‘“Admin-
istrator of the Health Resources and Serv-
ices Administration’’;

(C) in section 507(b)(6) of such Act (42
U.S.C. 290bb(b)(6)), within the term ‘‘Admin-
istrator of the Centers for Medicare & Med-
icaid Services’’;

(D) in section 519B(c)(1)(B) of such Act (42
U.S.C. 290bb-25b(c)(1)(B)), within the term
“Administrator of the National Highway
Traffic Safety Administration’’; or

(E) in each of sections 519B(c)(1)(B),
520C(a), and 520D(a) of such Act (42 U.S.C.
290bb-25b(c)(1)(B), 290bb-34(a), 290bb-35(a)),
within the term ‘‘Administrator of the Office
of Juvenile Justice and Delinquency Preven-
tion”.

(h) REFERENCES.—After executing sub-
sections (a), (b), and (f), any reference in
statute, regulation, or guidance to the Ad-
ministrator of the Substance Abuse and
Mental Health Services Administration shall
be construed to be a reference to the Assist-
ant Secretary for Mental Health and Sub-
stance Use.

SEC. 102. IMPROVING OVERSIGHT OF MENTAL
HEALTH AND SUBSTANCE USE PRO-
GRAMS.

Title V of the Public Health Service Act is
amended by inserting after section 501 of
such Act (42 U.S.C. 290aa) the following:

“SEC. 501A. IMPROVING OVERSIGHT OF MENTAL
HEALTH AND SUBSTANCE USE PRO-
GRAMS.

‘‘(a) ACTIVITIES.—For the purpose of ensur-
ing efficient and effective planning and eval-
uation of mental illness and substance use
disorder programs and related activities, the
Assistant Secretary for Planning and Eval-
uation, in consultation with the Assistant
Secretary for Mental Health and Substance
Use, shall—

‘(1) collect and organize relevant data on
homelessness, involvement with the criminal
justice system, hospitalizations, mortality
outcomes, and other measures the Secretary
deems appropriate from across Federal de-
partments and agencies;

‘‘(2) evaluate programs related to mental
illness and substance use disorders, including
co-occurring illness or disorders, across Fed-
eral departments and agencies, as appro-
priate, including programs related to—

““(A) prevention, intervention, treatment,
and recovery support services, including
such services for individuals with a serious
mental illness or serious emotional disturb-
ance;

‘“(B) the reduction of homelessness and in-
volvement with the criminal justice system
among individuals with a mental illness or
substance use disorder; and

‘“(C) public health and health services; and

‘(3) consult, as appropriate, with the As-
sistant Secretary, the Behavioral Health Co-
ordinating Council of the Department of
Health and Human Services, other agencies
within the Department of Health and Human
Services, and other relevant Federal depart-
ments.

‘““(b) RECOMMENDATIONS.—The Assistant
Secretary for Planning and Evaluation shall
develop an evaluation strategy that identi-
fies priority programs to be evaluated by the
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Assistant Secretary and priority programs
to be evaluated by other relevant agencies
within the Department of Health and Human
Services. The Assistant Secretary for Plan-
ning and Evaluation shall provide rec-
ommendations on improving programs and
activities based on the evaluation described
in subsection (a)(2) as needing improve-
ment.”.

SEC. 103. NATIONAL MENTAL HEALTH AND SUB-

STANCE USE POLICY LABORATORY.

Title V of the Public Health Service Act
(42 U.S.C. 290aa et seq.) is amended by insert-
ing after section 501A, as added by section
102 of this Act, the following:

“SEC. 501B. NATIONAL MENTAL HEALTH AND
SUBSTANCE USE POLICY LABORA-
TORY.

‘“(a) IN GENERAL.—There shall be estab-
lished within the Administration a National
Mental Health and Substance Use Policy
Laboratory (referred to in this section as the
‘Laboratory’).

“(b) RESPONSIBILITIES.—The
shall—

‘(1) continue to carry out the authorities
and activities that were in effect for the Of-
fice of Policy, Planning, and Innovation as
such Office existed prior to the date of enact-
ment of the Helping Families in Mental
Health Crisis Act of 2016;

‘“(2) identify, coordinate, and facilitate the
implementation of policy changes likely to
have a significant effect on mental health,
mental illness, and the prevention and treat-
ment of substance use disorder services;

‘“(3) collect, as appropriate, information
from grantees under programs operated by
the Administration in order to evaluate and
disseminate information on evidence-based
practices, including culturally and linguis-
tically appropriate services, as appropriate,
and service delivery models;

‘“(4) provide leadership in identifying and
coordinating policies and programs, includ-
ing evidence-based programs, related to men-
tal illness and substance use disorders;

‘“(5) recommend ways in which payers may
implement program and policy findings of
the Administration and the Laboratory to
improve outcomes and reduce per capita pro-
gram costs;

‘“(6) in consultation with the Assistant
Secretary for Planning and Evaluation, as
appropriate, periodically review Federal pro-
grams and activities relating to the diag-
nosis or prevention of, or treatment or reha-
bilitation for, mental illness and substance
use disorders, including by—

‘“(A) identifying any such programs or ac-
tivities that are duplicative;

‘“(B) identifying any such programs or ac-
tivities that are not evidence-based, effec-
tive, or efficient; and

‘(C) formulating recommendations for co-
ordinating, eliminating, or improving pro-
grams or activities identified under subpara-
graph (A) or (B) and merging such programs
or activities into other successful programs
or activities; and

‘“(7T) carry out other activities as deemed
necessary to continue to encourage innova-
tion and disseminate evidence-based pro-
grams and practices, including programs and
practices with scientific merit.

““(c) EVIDENCE-BASED PRACTICES AND SERV-
ICE DELIVERY MODELS.—

‘(1) IN GENERAL.—In selecting evidence-
based best practices and service delivery
models for evaluation and dissemination, the

Laboratory

Laboratory—

““(A) shall give preference to models that
improve—

‘“(i) the coordination between mental

health and physical health providers;

‘“(ii) the coordination among such pro-
viders and the justice and corrections sys-
tem; and
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‘“(iii) the cost effectiveness, quality, effec-
tiveness, and efficiency of health care serv-
ices furnished to individuals with serious
mental illness or serious emotional disturb-
ance, in mental health crisis, or at risk to
themselves, their families, and the general
public; and

‘(B) may include clinical protocols and
practices used in the Recovery After Initial
Schizophrenia Episode (RAISE) project and
the North American Prodrome Longitudinal
Study (NAPLS) of the National Institute of
Mental Health.

‘“(2) DEADLINE FOR BEGINNING IMPLEMENTA-
TION.—The Laboratory shall begin implemen-
tation of the duties described in this section
not later than January 1, 2018.

‘“(3) CONSULTATION.—In carrying out the
duties under this section, the Laboratory
shall consult with—

‘“(A) representatives of the National Insti-
tute of Mental Health, the National Institute
on Drug Abuse, and the National Institute on
Alcohol Abuse and Alcoholism, on an ongo-
ing basis;

‘(B) other appropriate Federal agencies;

‘“(C) clinical and analytical experts with
expertise in psychiatric medical care and
clinical psychological care, health care man-
agement, education, corrections health care,
and mental health court systems, as appro-
priate; and

‘(D) other individuals and agencies as de-
termined appropriate by the Assistant Sec-
retary.”.
SEC. 104. PEER-SUPPORT SPECIALIST PRO-
GRAMS.

(a) IN GENERAL.—Not later than 2 years
after the date of enactment of this Act, the
Comptroller General of the United States
shall conduct a study on peer-support spe-
cialist programs in up to 10 States (to be se-
lected by the Comptroller General) that re-
ceive funding from the Substance Abuse and
Mental Health Services Administration and
submit to the Committee on Health, Edu-
cation, Labor, and Pensions of the Senate
and the Committee on Energy and Commerce
of the House of Representatives a report con-
taining the results of such study.

(b) CONTENTS OF STUDY.—In conducting the
study under subsection (a), the Comptroller
General of the United States shall examine
and identify best practices in the selected
States related to training and credential re-
quirements for peer-support specialist pro-
grams, such as—

(1) hours of formal work or volunteer expe-
rience related to mental illness and sub-
stance use disorders conducted through such
programs;

(2) types of peer-support specialist exams
required for such programs in the States;

(3) codes of ethics used by such programs
in the States;

(4) required or recommended skill sets of
such programs in the State; and

(5) requirements for continuing education.
SEC. 105. PROHIBITION AGAINST LOBBYING

USING FEDERAL FUNDS BY SYSTEMS
ACCEPTING FEDERAL FUNDS TO
PROTECT AND ADVOCATE THE
RIGHTS OF INDIVIDUALS WITH MEN-
TAL ILLNESS.

Section 105(a) of the Protection and Advo-
cacy for Individuals with Mental Illness Act
(42 U.S.C. 10805(a)) is amended—

(1) in paragraph (9), by striking ‘‘and” at
the end;

(2) in paragraph (10), by striking the period
at the end and inserting ‘‘; and’’; and

(3) by adding at the end the following:

‘“(11) agree to refrain, during any period for
which funding is provided to the system
under this part, from using Federal funds to
pay the salary or expenses of any grant or
contract recipient, or agent acting for such
recipient, related to any activity designed to
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influence the enactment of legislation, ap-
propriations, regulation, administrative ac-
tion, or Executive order proposed or pending
before the Congress or any State or local
government, including any legislative body,
other than for normal and recognized execu-
tive-legislative relationships or participa-
tion by an agency or officer of a State, local,
or tribal government in policymaking and
administrative processes within the execu-
tive branch of that government.”’.

SEC. 106. REPORTING FOR PROTECTION AND AD-

VOCACY ORGANIZATIONS.

(a) PUBLIC AVAILABILITY OF REPORTS.—Sec-
tion 105(a)(7) of the Protection and Advocacy
for Individuals with Mental Illness Act (42
U.S.C. 10805(a)(7)) is amended by striking ‘‘is
located a report” and inserting ‘‘is located,
and make publicly available, a report’’.

(b) DETAILED ACCOUNTING.—Section 114(a)
of the Protection and Advocacy for Individ-
uals with Mental Illness Act (42 U.S.C.
10824(a)) is amended—

(1) in paragraph (3), by striking ‘‘and” at
the end;

(2) in paragraph (4), by striking the period
at the end and inserting ‘‘; and’’; and

(3) by adding at the end the following:

‘(6) using data from the existing required
annual program progress reports submitted
by each system funded under this title, a de-
tailed accounting for each such system of
how funds are spent, disaggregated according
to whether the funds were received from the
Federal Government, the State government,
a local government, or a private entity.”.
SEC. 107. GRIEVANCE PROCEDURE.

Section 105 of the Protection and Advocacy
for Individuals with Mental Illness Act (42
U.S.C. 10805), as amended, is further amended
by adding at the end the following:

‘(d) GRIEVANCE PROCEDURE.—The Sec-
retary shall establish an independent griev-
ance procedure for persons described in sub-
section (a)(9).”.

SEC. 108. CENTER FOR BEHAVIORAL HEALTH
STATISTICS AND QUALITY.

Title V of the Public Health Service Act
(42 U.S.C. 290aa et seq.) is amended—

(1) in section 501(b) (42 U.S.C. 290aa(b)), by
adding at the end the following:

‘‘(4) The Center for Behavioral Health Sta-
tistics and Quality.”’;

(2) in section 502(a)(1) (42 U.S.C. 290aa—
1(a)(1)—

(A) in subparagraph (C), by striking ‘“‘and”
at the end;

(B) in subparagraph (D), by striking the pe-
riod at the end and inserting ‘‘; and’’; and

(C) by inserting after subparagraph (D) the
following:

‘“(E) the Center for Behavioral Health Sta-
tistics and Quality.”’; and

(3) in part B (42 U.S.C. 290bb et seq.) by
adding at the end the following new subpart:

“Subpart 4—Center for Behavioral Health

Statistics and Quality
“SEC. 520L. CENTER FOR BEHAVIORAL HEALTH
STATISTICS AND QUALITY.

‘“(a) ESTABLISHMENT.—There is established
in the Administration a Center for Behav-
ioral Health Statistics and Quality (in this
section referred to as the ‘Center’). The Cen-
ter shall be headed by a Director (in this sec-
tion referred to as the ‘Director’) appointed
by the Secretary from among individuals
with extensive experience and academic
qualifications in research and analysis in be-
havioral health care or related fields.

“(b) DuTIES.—The Director of the Center
shall—

‘(1) coordinate the Administration’s inte-
grated data strategy by coordinating—

“‘(A) surveillance and data collection (in-
cluding that authorized by section 505);

‘(B) evaluation;

“(C) statistical and analytic support;
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‘(D) service systems research; and

‘“(E) performance and quality information
systems;

“(2) recommend a core set of measurement
standards for grant programs administered
by the Administration; and

““(3) coordinate evaluation efforts for the
grant programs, contracts, and collaborative
agreements of the Administration.

‘‘(c) BIANNUAL REPORT TO CONGRESS.—Not
later than 2 years after the date of enact-
ment of this section, and every 2 years there-
after, the Director of the Center shall submit
to Congress a report on the quality of serv-
ices furnished through grant programs of the
Administration, including applicable meas-
ures of outcomes for individuals and public
outcomes such as—

‘(1) the number of patients screened posi-
tive for unhealthy alcohol use who receive
brief counseling as appropriate; the number
of patients screened positive for tobacco use
and receiving smoking cessation interven-
tions; the number of patients with a new di-
agnosis of major depressive episode who are
assessed for suicide risk; the number of pa-
tients screened positive for clinical depres-
sion with a documented followup plan; and
the number of patients with a documented
pain assessment that have a followup treat-
ment plan when pain is present; and satisfac-
tion with care;

‘“(2) the incidence and prevalence of mental
illness and substance use disorders; the num-
ber of suicide attempts and suicide comple-
tions; overdoses seen in emergency rooms re-
sulting from alcohol and drug use; emer-
gency room boarding; overdose deaths; emer-
gency psychiatric hospitalizations; new
criminal justice involvement while in treat-
ment; stable housing; and rates of involve-
ment in employment, education, and train-
ing; and

‘“(8) such other measures for outcomes of
services as the Director may determine.

‘(d) STAFFING COMPOSITION.—The staff of
the Center may include individuals with ad-
vanced degrees and field expertise as well as
clinical and research experience in mental
illness and substance use disorders such as—

‘(1) professionals with clinical and re-
search expertise in the prevention and treat-
ment of, and recovery from, mental illness
and substance use disorders;

““(2) professionals with training and exper-
tise in statistics or research and survey de-
sign and methodologies; and

““(3) other related fields in the social and
behavioral sciences, as specified by relevant
position descriptions.

‘“(e) GRANTS AND CONTRACTS.—In carrying
out the duties established in subsection (b),
the Director may make grants to, and enter
into contracts and cooperative agreements
with, public and nonprofit private entities.

‘(f) DEFINITION.—In this section, the term
‘emergency room boarding’ means the prac-
tice of admitting patients to an emergency
department and holding such patients in the
department until inpatient psychiatric beds
become available.”.

SEC. 109. STRATEGIC PLAN.

Section 501 of the Public Health Service
Act (42 U.S.C. 290aa) is further amended—

(1) by redesignating subsections (1) through
(o) as subsections (m) through (p), respec-
tively; and

(2) by inserting after subsection (k) the fol-
lowing:

‘(1) STRATEGIC PLAN.—

‘(1) IN GENERAL.—Not later than December
1, 2017, and every 5 years thereafter, the As-
sistant Secretary shall develop and carry out
a strategic plan in accordance with this sub-
section for the planning and operation of evi-
dence-based programs and grants carried out
by the Administration.
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‘(2) COORDINATION.—In developing and car-
rying out the strategic plan under this sec-
tion, the Assistant Secretary shall take into
consideration the report of the Interdepart-
mental Serious Mental Illness Coordinating
Committee under section 301 of the Helping
Families in Mental Health Crisis Act of 2016.

‘(3) PUBLICATION OF PLAN.—Not later than
December 1, 2017, and every 5 years there-
after, the Assistant Secretary shall—

““(A) submit the strategic plan developed
under paragraph (1) to the appropriate com-
mittees of Congress; and

‘(B) post such plan on the Internet website
of the Administration.

‘“(4) CONTENTS.—The strategic plan devel-
oped under paragraph (1) shall—

“(A) 1identify strategic priorities, goals,
and measurable objectives for mental illness
and substance use disorder activities and
programs operated and supported by the Ad-
ministration, including priorities to prevent
or eliminate the burden of mental illness and
substance use disorders;

“(B) identify ways to improve services for
individuals with a mental illness or sub-
stance use disorder, including services re-
lated to the prevention of, diagnosis of,
intervention in, treatment of, and recovery
from, mental illness or substance use dis-
orders, including serious mental illness or
serious emotional disturbance, and access to
services and supports for individuals with a
serious mental illness or serious emotional
disturbance;

‘“(C) ensure that programs provide, as ap-
propriate, access to effective and evidence-
based prevention, diagnosis, intervention,
treatment, and recovery services, including
culturally and linguistically appropriate
services, as appropriate, for individuals with
a mental illness or substance use disorder;

‘(D) identify opportunities to collaborate
with the Health Resources and Services Ad-
ministration to develop or improve—

‘(i) initiatives to encourage individuals to
pursue careers (especially in rural and under-
served areas and populations) as psychia-
trists, psychologists, psychiatric nurse prac-
titioners, physician assistants, occupational
therapists, clinical social workers, certified
peer-support specialists, licensed profes-
sional counselors, or other licensed or cer-
tified mental health professionals, including
such professionals specializing in the diag-
nosis, evaluation, or treatment of individ-
uals with a serious mental illness or serious
emotional disturbance; and

‘“(ii) a strategy to improve the recruit-
ment, training, and retention of a workforce
for the treatment of individuals with mental
illness or substance use disorders, or co-oc-
curring illness or disorders;

‘“‘(BE) identify opportunities to improve col-
laboration with States, local governments,
communities, and Indian tribes and tribal or-
ganizations (as such terms are defined in sec-
tion 4 of the Indian Self-Determination and
Education Assistance Act (256 U.S.C. 450b));
and

““(F) specify a strategy to disseminate evi-
denced-based and promising best practices
related to prevention, diagnosis, early inter-
vention, treatment, and recovery services re-
lated to mental illness, particularly for indi-
viduals with a serious mental illness and
children and adolescents with a serious emo-
tional disturbance, and substance use dis-
orders.”.

SEC. 110. AUTHORITIES OF CENTERS FOR MEN-
TAL HEALTH SERVICES AND SUB-
STANCE ABUSE TREATMENT.

(a) CENTER FOR MENTAL HEALTH SERV-
ICES.—Section 520(b) of the Public Health

Service Act (42 U.S.C. 290bb-31(b)) is amend-
ed—
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(1) by redesignating paragraphs (3) through
(15) as paragraphs (4) through (16), respec-
tively;

(2) by inserting after paragraph (2) the fol-
lowing:

‘“(3) collaborate with the Director of the
National Institute of Mental Health to en-
sure that, as appropriate, programs related
to the prevention and treatment of mental
illness and the promotion of mental health
are carried out in a manner that reflects the
best available science and evidence-based
practices, including culturally and linguis-
tically appropriate services;’’;

(3) in paragraph (5), as so redesignated, by
inserting ‘‘through policies and programs
that reduce risk and promote resiliency’ be-
fore the semicolon;

(4) in paragraph (6), as so redesignated, by
inserting ‘‘in collaboration with the Director
of the National Institute of Mental Health,”’
before ‘‘develop’’;

(5) in paragraph (8), as so redesignated, by
inserting ‘¢, increase meaningful participa-
tion of individuals with mental illness in
programs and activities of the Administra-
tion,”” before ‘‘and protect the legal’’;

(6) in paragraph (10), as so redesignated, by
striking ‘‘professional and paraprofessional
personnel pursuant to section 303 and in-
serting ‘‘paraprofessional personnel and
health professionals’’;

(7) in paragraph (11), as so redesignated, by
inserting ‘‘and telemental health,” after
“‘rural mental health,”’;

(8) in paragraph (12), as so redesignated, by
striking ‘‘establish a clearinghouse for men-
tal health information to assure the wide-
spread dissemination of such information”
and inserting ‘‘disseminate mental health in-
formation, including evidenced-based prac-
tices,”’;

(9) in paragraph (15), as so redesignated, by
striking ‘‘and’ at the end;

(10) in paragraph (16), as so redesignated,
by striking the period and inserting ‘; and’’;
and

(11) by adding at the end the following:

“(17) consult with other agencies and of-
fices of the Department of Health and
Human Services to ensure, with respect to
each grant awarded by the Center for Mental
Health Services, the consistent documenta-
tion of the application of criteria when
awarding grants and the ongoing oversight
of grantees after such grants are awarded.”.

(b) DIRECTOR OF THE CENTER FOR SUB-
STANCE ABUSE TREATMENT.—Section 507 of
the Public Health Service Act (42 U.S.C.
290bb) is amended—

(1) in subsection (a)—

(A) by striking ‘“‘treatment of substance
abuse’” and inserting ‘‘treatment of sub-
stance use disorders’’; and

(B) by striking ‘‘abuse treatment systems’’
and inserting ‘‘use disorder treatment sys-
tems’’; and

(2) in subsection (b)—

(A) in paragraph (3), by striking ‘‘abuse”’
and inserting ‘‘use disorder’’;

(B) in paragraph (4), by striking ‘‘individ-
uals who abuse drugs’” and inserting ‘‘indi-
viduals who use drugs’’;

(C) in paragraph (9), by striking ‘‘carried
out by the Director’’;

(D) by striking paragraph (10);

(E) by redesignating paragraphs (11)
through (14) as paragraphs (10) through (13),
respectively;

(F) in paragraph (12), as so redesignated, by
striking ‘‘; and” and inserting a semicolon;
and

(G) by striking paragraph (13), as so redes-
ignated, and inserting the following:

‘‘(13) ensure the consistent documentation
of the application of criteria when awarding
grants and the ongoing oversight of grantees
after such grants are awarded; and
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‘“(14) work with States, providers, and indi-
viduals in recovery, and their families, to
promote the expansion of recovery support
services and systems of care oriented to-
wards recovery.’’.

SEC. 111. ADVISORY COUNCILS.

Section 502(b) of the Public Health Service
Act (42 U.S.C. 290aa-1(b)) is amended—

(1) in paragraph (2)—

(A) in subparagraph (E), by striking ‘“‘and”
after the semicolon;

(B) by redesignating subparagraph (F) as
subparagraph (I); and

(C) by inserting after subparagraph (E), the
following:

‘“(F) for the advisory councils appointed
under subsections (a)(1)(A) and (a)(1)(D), the
Director of the National Institute of Mental
Health;

‘(G) for the advisory councils appointed
under subsections (a)(1)(A), (a)(1)(B), and
(a)(1)(C), the Director of the National Insti-
tute on Drug Abuse;

‘“(H) for the advisory councils appointed
under subsections (a)(1)(A), (a)(1)(B), and
(a)(1)(C), the Director of the National Insti-
tute on Alcohol Abuse and Alcoholism; and’’;
and

(2) in paragraph (3), by adding at the end
the following:

“(C) Not less than half of the members of
the advisory council appointed under sub-
section (a)(1)(D)—

‘(i) shall have—

‘“(I) a medical degree;

‘“(IT) a doctoral degree in psychology; or

‘(IIT) an advanced degree in nursing or so-
cial work from an accredited graduate school
or be a certified physician assistant; and

‘‘(i1) shall specialize in the mental health
field.”.

SEC. 112. PEER REVIEW.

Section 504(b) of the Public Health Service
Act (42 U.S.C. 290aa—3(b)) is amended by add-
ing at the end the following: ‘“‘In the case of
any such peer review group that is reviewing
a grant, cooperative agreement, or contract
related to mental illness treatment, not less
than half of the members of such peer review
group shall be licensed and experienced pro-
fessionals in the prevention, diagnosis, or
treatment of, or recovery from, mental ill-
ness or substance use disorders and have a
medical degree, a doctoral degree in psy-
chology, or an advanced degree in nursing or
social work from an accredited program.’.

TITLE II—MEDICAID MENTAL HEALTH

COVERAGE

SEC. 201. RULE OF CONSTRUCTION RELATED TO
MEDICAID COVERAGE OF MENTAL
HEALTH SERVICES AND PRIMARY
CARE SERVICES FURNISHED ON THE
SAME DAY.

Nothing in title XIX of the Social Security
Act (42 U.S.C. 1396 et seq.) shall be construed
as prohibiting separate payment under the
State plan under such title (or under a waiv-
er of the plan) for the provision of a mental
health service or primary care service under
such plan, with respect to an individual, be-
cause such service is—

(1) a primary care service furnished to the
individual by a provider at a facility on the
same day a mental health service is fur-
nished to such individual by such provider
(or another provider) at the facility; or

(2) a mental health service furnished to the
individual by a provider at a facility on the
same day a primary care service is furnished
to such individual by such provider (or an-
other provider) at the facility.

SEC. 202. OPTIONAL LIMITED COVERAGE OF IN-
PATIENT SERVICES FURNISHED IN
INSTITUTIONS FOR MENTAL DIS-
EASES.

(a) IN GENERAL.—Section 1903(m)(2) of the
Social Security Act (42 U.S.C. 1396b(m)(2)) is
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amended by adding at the end the following
new subparagraph:

“(D({) Notwithstanding the limitation
specified in the subdivision (B) following
paragraph (29) of section 1905(a) and subject
to clause (ii), a State may, under a risk con-
tract entered into by the State under this
title (or under section 1115) with a medicaid
managed care organization or a prepaid inpa-
tient health plan (as defined in section 438.2
of title 42, Code of Federal Regulations (or
any successor regulation)), make a monthly
capitation payment to such organization or
plan for enrollees with the organization or
plan who are over 21 years of age and under
65 years of age and are receiving inpatient
treatment in an institution for mental dis-
eases (as defined in section 1905(i)), so long as
each of the following conditions is met:

‘() The institution is a hospital providing
inpatient psychiatric or substance use dis-
order services or a sub-acute facility pro-
viding psychiatric or substance use disorder
crisis residential services.

‘(IT) The length of stay in such an institu-
tion for such treatment is for a short-term
stay of no more than 15 days during the pe-
riod of the monthly capitation payment.

‘“(IIT) The provision of such treatment
meets the following criteria for consider-
ation as services or settings that are pro-
vided in lieu of services or settings covered
under the State plan:

‘‘(aa) The State determines that the alter-
native service or setting is a medically ap-
propriate and cost-effective substitute for
the service or setting covered under the
State plan.

‘“(bb) The enrollee is not required by the
managed care organization or prepaid inpa-
tient health plan to use the alternative serv-
ice or setting.

‘“(ce) Such treatment is authorized and
identified in such contract, and will be of-
fered to such enrollees at the option of the
managed care organization or prepaid inpa-
tient health plan.

‘‘(ii) For purposes of setting the amount of
such a monthly capitation payment, a State
may use the utilization of services provided
to an individual under this subparagraph
when developing the inpatient psychiatric or
substance use disorder component of such
payment, but the amount of such payment
for such services may not exceed the cost of
the same services furnished through pro-
viders included under the State plan.”.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply beginning
on July 5, 2016, or the date of the enactment
of this Act, whichever is later.

SEC. 203. STUDY AND REPORT RELATED TO MED-
ICAID MANAGED CARE REGULATION.

(a) STUDY.—The Secretary of Health and
Human Services, acting through the Admin-
istrator of the Centers for Medicare & Med-
icaid Services, shall conduct a study on cov-
erage under the Medicaid program under
title XIX of the Social Security Act (42
U.S.C. 1396 et seq.) of services provided
through a medicaid managed care organiza-
tion (as defined in section 1903(m) of such
Act (42 U.S.C. 1396b(m)) or a prepaid inpa-
tient health plan (as defined in section 438.2
of title 42, Code of Federal Regulations (or
any successor regulation)) with respect to in-
dividuals over the age of 21 and under the
age of 65 for the treatment of a mental
health disorder in institutions for mental
diseases (as defined in section 1905(i) of such
Act (42 U.S.C. 1396d(i))). Such study shall in-
clude information on the following:

(1) The extent to which States, including
the District of Columbia and each territory
or possession of the United States, are pro-
viding capitated payments to such organiza-
tions or plans for enrollees who are receiving
services in institutions for mental diseases.
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(2) The number of individuals receiving
medical assistance under a State plan under
such title XIX, or a waiver of such plan, who
receive services in institutions for mental
diseases through such organizations and
plans.

(3) The range of and average number of
months, and the length of stay during such
months, that such individuals are receiving
such services in such institutions.

(4) How such organizations or plans deter-
mine when to provide for the furnishing of
such services through an institution for
mental diseases in lieu of other benefits (in-
cluding the full range of community-based
services) under their contract with the State
agency administering the State plan under
such title XIX, or a waiver of such plan, to
address psychiatric or substance use disorder
treatment.

(5) The extent to which the provision of
services within such institutions has affected
the capitated payments for such organiza-
tions or plans.

(b) REPORT.—Not later than three years
after the date of the enactment of this Act,
the Secretary shall submit to Congress a re-
port on the study conducted under sub-
section (a).

SEC. 204. GUIDANCE ON OPPORTUNITIES FOR IN-
NOVATION.

Not later than one year after the date of
the enactment of this Act, the Adminis-
trator of the Centers for Medicare & Med-
icaid Services shall issue a State Medicaid
Director letter regarding opportunities to
design innovative service delivery systems,
including systems for providing community-
based services, for individuals with serious
mental illness or serious emotional disturb-
ance who are receiving medical assistance
under title XIX of the Social Security Act
(42 U.S.C. 1396 et seq.). The letter shall in-
clude opportunities for demonstration
projects under section 1115 of such Act (42
U.S.C. 1315), to improve care for such individ-
uals.

SEC. 205. STUDY AND REPORT ON MEDICAID
EMERGENCY PSYCHIATRIC DEM-
ONSTRATION PROJECT.

(a) COLLECTION OF INFORMATION.—The Sec-
retary of Health and Human Services, acting
through the Administrator of the Centers for
Medicare & Medicaid Services, shall, with re-
spect to each State that has participated in
the demonstration project established under
section 2707 of the Patient Protection and
Affordable Care Act (42 U.S.C. 1396a note),
collect from each such State information on
the following:

(1) The number of institutions for mental
diseases (as defined in section 1905(i) of the
Social Security Act (42 U.S.C. 1396d(i))) and
beds in such institutions that received pay-
ment for the provision of services to individ-
uals who receive medical assistance under a
State plan under the Medicaid program
under title XIX of the Social Security Act
(42 U.S.C. 1396 et seq.) (or under a waiver of
such plan) through the demonstration
project in each such State as compared to
the total number of institutions for mental
diseases and beds in the State.

(2) The extent to which there is a reduction
in expenditures under the Medicaid program
under title XIX of the Social Security Act
(42 U.S.C. 1396 et seq.) or other spending on
the full continuum of physical or mental
health care for individuals who receive treat-
ment in an institution for mental diseases
under the demonstration project, including
outpatient, inpatient, emergency, and ambu-
latory care, that is attributable to such indi-
viduals receiving treatment in institutions
for mental diseases under the demonstration
project.

(3) The number of forensic psychiatric hos-
pitals, the number of beds in such hospitals,
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and the number of forensic psychiatric beds
in other hospitals in such State, based on the
most recent data available, to the extent
practical, as determined by such Adminis-
trator.

(4) The amount of any disproportionate
share hospital payments under section 1923
of the Social Security Act (42 U.S.C. 1396r-4)
that institutions for mental diseases in the
State received during the period beginning
on July 1, 2012, and ending on June 30, 2015,
and the extent to which the demonstration
project reduced the amount of such pay-
ments.

(5) The most recent data regarding all fa-
cilities or sites in the State in which any in-
dividuals with serious mental illness who are
receiving medical assistance under a State
plan under the Medicaid program under title
XIX of the Social Security Act (42 U.S.C. 1396
et seq.) (or under a waiver of such plan) are
treated during the period referred to in para-
graph (4), to the extent practical, as deter-
mined by the Administrator, including—

(A) the types of such facilities or sites
(such as an institution for mental diseases, a
hospital emergency department, or other in-
patient hospital);

(B) the average length of stay in such a fa-
cility or site by such an individual,
disaggregated by facility type; and

(C) the payment rate under the State plan
(or a waivers of such plan) for services fur-
nished to such an individual for that treat-
ment, disaggregated by facility type, during
the period in which the demonstration
project is in operation.

(6) The extent to which the utilization of
hospital emergency departments during the
period in which the demonstration project
was is in operation differed, with respect to
individuals who are receiving medical assist-
ance under a State plan under the Medicaid
program under title XIX of the Social Secu-
rity Act (42 U.S.C. 1396 et seq.) (or under a
waiver of such plan), between—

(A) those individuals who received treat-
ment in an institution for mental diseases
under the demonstration project;

(B) those individuals who met the eligi-
bility requirements for the demonstration
project but who did not receive treatment in
an institution for mental diseases under the
demonstration project; and

(C) those individuals with serious mental
illness who did not meet such eligibility re-
quirements and did not receive treatment for
such illness in an institution for mental dis-
eases.

(b) REPORT.—Not later than two years
after the date of the enactment of this Act,
the Secretary of Health and Human Services
shall submit to Congress a report that sum-
marizes and analyzes the information col-
lected under subsection (a). Such report may
be submitted as part of the report required
under section 2707(f) of the Patient Protec-
tion and Affordable Care Act (42 U.S.C. 139%6a
note) or separately.

SEC. 206. PROVIDING EPSDT SERVICES TO CHIL-
DREN IN IMDS.

(a) IN GENERAL.—Section 1905(a)(16) of the
Social Security Act (42 U.S.C. 1396d(a)(16)) is
amended—

(1) by striking ‘‘effective January 1, 1973
and inserting ‘‘(A) effective January 1, 1973’;
and

(2) by inserting before the semicolon at the
end the following: ‘, and, (B) for individuals
receiving services described in subparagraph
(A), early and periodic screening, diagnostic,
and treatment services (as defined in sub-
section (r)), whether or not such screening,
diagnostic, and treatment services are fur-
nished by the provider of the services de-
scribed in such subparagraph’’.

(b) EFFECTIVE DATE.—The amendment
made by subsection (a) shall apply with re-
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spect to items and services furnished in cal-

endar quarters beginning on or after January

1, 2019.

SEC. 207. ELECTRONIC VISIT VERIFICATION SYS-
TEM REQUIRED FOR PERSONAL
CARE SERVICES AND HOME HEALTH
CARE SERVICES UNDER MEDICAID.

(a) IN GENERAL.—Section 1903 of the Social
Security Act (42 U.S.C. 1396b) is amended by
inserting after subsection (k) the following
new subsection:

“((1) Subject to paragraphs (3) and (4),
with respect to any amount expended for
personal care services or home health care
services requiring an in-home visit by a pro-
vider that are provided under a State plan
under this title (or under a waiver of the
plan) and furnished in a calendar quarter be-
ginning on or after January 1, 2019 (or, in the
case of home health care services, on or after
January 1, 2023), unless a State requires the
use of an electronic visit verification system
for such services furnished in such quarter
under the plan or such waiver, the Federal
medical assistance percentage shall be re-
duced—

““(A) in the case of personal care services—

‘(i) for calendar quarters in 2019 and 2020,
by .25 percentage points;

‘‘(ii) for calendar quarters in 2021, by .5 per-
centage points;

‘“(iii) for calendar quarters in 2022, by .75
percentage points; and

‘‘(iv) for calendar quarters in 2023 and each
year thereafter, by 1 percentage point; and

‘(B) in the case of home health care serv-
ices—

‘(i) for calendar quarters in 2023 and 2024,
by .25 percentage points;

‘‘(ii) for calendar quarters in 2025, by .5 per-
centage points;

‘‘(iii) for calendar quarters in 2026, by .75
percentage points; and

‘“(iv) for calendar quarters in 2027 and each
year thereafter, by 1 percentage point.

‘“(2) Subject to paragraphs (3) and (4), in
implementing the requirement for the use of
an electronic visit verification system under
paragraph (1), a State shall—

““(A) consult with agencies and entities
that provide personal care services, home
health care services, or both under the State
plan (or under a waiver of the plan) to ensure
that such system—

‘(i) is minimally burdensome;

‘‘(ii) takes into account existing best prac-
tices and electronic visit verification sys-
tems in use in the State; and

‘‘(iii) is conducted in accordance with the
requirements of HIPAA privacy and security
law (as defined in section 3009 of the Public
Health Service Act);

‘(B) take into account a stakeholder proc-
ess that includes input from beneficiaries,
family caregivers, individuals who furnish
personal care services or home health care
services, and other stakeholders, as deter-
mined by the State in accordance with guid-
ance from the Secretary; and

‘“(C) ensure that individuals who furnish
personal care services, home health care
services, or both under the State plan (or
under a waiver of the plan) are provided the
opportunity for training on the use of such
system.

*“(3) Paragraphs (1) and (2) shall not apply
in the case of a State that, as of the date of
the enactment of this subsection, requires
the use of any system for the electronic
verification of visits conducted as part of
both personal care services and home health
care services, so long as the State continues
to require the use of such system with re-
spect to the electronic verification of such
visits.

“(4)(A) In the case of a State described in
subparagraph (B), the reduction under para-
graph (1) shall not apply—
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‘(i) in the case of personal care services,
for calendar quarters in 2019; and

‘“(ii) in the case of home health care serv-
ices, for calendar quarters in 2023.

‘“(B) For purposes of subparagraph (A), a
State described in this subparagraph is a
State that demonstrates to the Secretary
that the State—

‘(i) has made a good faith effort to comply
with the requirements of paragraphs (1) and
(2) (including by taking steps to adopt the
technology used for an electronic visit
verification system); or

‘‘(ii) in implementing such a system, has
encountered unavoidable system delays.

“(5) In this subsection:

‘“(A) The term ‘electronic visit verification
system’ means, with respect to personal care
services or home health care services, a sys-
tem under which visits conducted as part of
such services are electronically verified with
respect to—

‘(i) the type of service performed;

‘‘(ii) the individual receiving the service;

‘‘(iii) the date of the service;

‘“(iv) the location of service delivery;

“(v) the individual providing the service;
and

‘“(vi) the time the service begins and ends.

“(B) The term ‘home health care services’
means services described in section 1905(a)(7)
provided under a State plan under this title
(or under a waiver of the plan).

‘“(C) The term ‘personal care services’
means personal care services provided under
a State plan under this title (or under a
waiver of the plan), including services pro-
vided under section 1905(a)(24), 1915(c), 1915(i),
1915(j), or 1915(k) or under a wavier under
section 1115.

‘“(6)(A) In the case in which a State re-
quires personal care service and home health
care service providers to utilize an electronic
visit verification system operated by the
State or a contractor on behalf of the State,
the Secretary shall pay to the State, for
each quarter, an amount equal to 90 per cen-
tum of so much of the sums expended during
such quarter as are attributable to the de-
sign, development, or installation of such
system, and 75 per centum of so much of the
sums for the operation and maintenance of
such system.

‘“(B) Subparagraph (A) shall not apply in
the case in which a State requires personal
care service and home health care service
providers to utilize an electronic visit
verification system that is not operated by
the State or a contractor on behalf of the
State.”.

(b) COLLECTION AND DISSEMINATION OF BEST
PRACTICES.—Not later than January 1, 2018,
the Secretary of Health and Human Services
shall, with respect to electronic visit
verification systems (as defined in sub-
section (1)(5) of section 1903 of the Social Se-
curity Act (42 U.S.C. 1396b), as inserted by
subsection (a)), collect and disseminate best
practices to State Medicaid Directors with
respect to—

(1) training individuals who furnish per-
sonal care services, home health care serv-
ices, or both under the State plan under title
XIX of such Act (or under a waiver of the
plan) on such systems and the operation of
such systems and the prevention of fraud
with respect to the provision of personal care
services or home health care services (as de-
fined in such subsection (1)(5)); and

(2) the provision of notice and educational
materials to family caregivers and bene-
ficiaries with respect to the use of such elec-
tronic visit verification systems and other
means to prevent such fraud.

(¢) RULES OF CONSTRUCTION.—

(1) NO EMPLOYER-EMPLOYEE RELATIONSHIP
ESTABLISHED.—Nothing in the amendment
made by this section may be construed as es-
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tablishing an employer-employee relation-
ship between the agency or entity that pro-
vides for personal care services or home
health care services and the individuals who,
under a contract with such an agency or en-
tity, furnish such services for purposes of
part 552 of title 29, Code of Federal Regula-
tions (or any successor regulations).

(2) NO PARTICULAR OR UNIFORM ELECTRONIC
VISIT VERIFICATION SYSTEM REQUIRED.—Noth-
ing in the amendment made by this section
shall be construed to require the use of a
particular or uniform electronic visit
verification system (as defined in subsection
(1)(5) of section 1903 of the Social Security
Act (42 U.S.C. 1396b), as inserted by sub-
section (a)) by all agencies or entities that
provide personal care services or home
health care under a State plan under title
XIX of the Social Security Act (or under a
waiver of the plan) (42 U.S.C. 1396 et seq.).

(3) NO LIMITS ON PROVISION OF CARE.—Noth-
ing in the amendment made by this section
may be construed to limit, with respect to
personal care services or home health care
services provided under a State plan under
title XIX of the Social Security Act (or
under a waiver of the plan) (42 U.S.C. 1396 et
seq.), provider selection, constrain bene-
ficiaries’ selection of a caregiver, or impede
the manner in which care is delivered.

(4) NO PROHIBITION ON STATE QUALITY MEAS-
URES REQUIREMENTS.—Nothing in the amend-
ment made by this section shall be construed
as prohibiting a State, in implementing an
electronic visit verification system (as de-
fined in subsection (1)(5) of section 1903 of the
Social Security Act (42 U.S.C. 1396b), as in-
serted by subsection (a)), from establishing
requirements related to quality measures for
such system.

TITLE III—INTERDEPARTMENTAL SERI-
OUS MENTAL ILLNESS COORDINATING
COMMITTEE

SEC. 301. INTERDEPARTMENTAL SERIOUS MEN-

TAL ILLNESS COORDINATING COM-
MITTEE.

(a) ESTABLISHMENT.—

(1) IN GENERAL.—Not later than 3 months
after the date of enactment of this Act, the
Secretary of Health and Human Services, or
the designee of the Secretary, shall establish
a committee to be known as the ‘‘Inter-
departmental Serious Mental Illness Coordi-
nating Committee’ (in this section referred
to as the “Committee’’).

(2) FEDERAL ADVISORY COMMITTEE ACT.—Ex-
cept as provided in this section, the provi-
sions of the Federal Advisory Committee Act
(5 U.S.C. App.) shall apply to the Committee.

(b) MEETINGS.—The Committee shall meet
not fewer than 2 times each year.

(c) RESPONSIBILITIES.—Not later than 1
year after the date of enactment of this Act,
and 5 years after such date of enactment, the
Committee shall submit to Congress a report
including—

(1) a summary of advances in serious men-
tal illness and serious emotional disturbance
research related to the prevention of, diag-
nosis of, intervention in, and treatment and
recovery of, serious mental illnesses, serious
emotional disturbances, and advances in ac-
cess to services and support for individuals
with a serious mental illness or serious emo-
tional disturbance;

(2) an evaluation of the effect on public
health of Federal programs related to serious
mental illness or serious emotional disturb-
ance, including measurements of public
health outcomes such as—

(A) rates of suicide, suicide attempts, prev-
alence of serious mental illness, serious emo-
tional disturbances, and substance use dis-
orders, overdose, overdose deaths, emergency
hospitalizations, emergency room boarding,
preventable emergency room visits, involve-
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ment with the criminal justice system,
crime, homelessness, and unemployment;

(B) increased rates of employment and en-
rollment in educational and vocational pro-
grams;

(C) quality of mental illness and substance
use disorder treatment services; and

(D) any other criteria as may be deter-
mined by the Secretary;

(3) a plan to improve outcomes for individ-
uals with serious mental illness or serious
emotional disturbances, including reducing
incarceration for such individuals, reducing
homelessness, and increasing employment;
and

(4) specific recommendations for actions
that agencies can take to better coordinate
the administration of mental health services
for people with serious mental illness or seri-
ous emotional disturbances.

(d) COMMITTEE EXTENSION.—Upon the sub-
mission of the second report under sub-
section (c), the Secretary shall submit a rec-
ommendation to Congress on whether to ex-
tend the operation of the Committee.

(e) MEMBERSHIP.—

(1) FEDERAL MEMBERS.—The Committee
shall be composed of the following Federal
representatives, or their designees:

(A) The Secretary of Health and Human
Services, who shall serve as the Chair of the
Committee.

(B) The Director of the National Institutes
of Health.

(C) The Assistant Secretary for Health of
the Department of Health and Human Serv-
ices.

(D) The Assistant Secretary for Mental
Health and Substance Use.

(E) The Attorney General of the United
States.

(F') The Secretary of Veterans Affairs.

(G) The Secretary of Defense.

(H) The Secretary of Housing and Urban
Development.

(I) The Secretary of Education.

(J) The Secretary of Labor.

(K) The Commissioner of Social Security.

(L) The Administrator of the Centers for
Medicare & Medicaid Services.

(2) NON-FEDERAL MEMBERS.—The Com-
mittee shall also include not less than 14
non-Federal public members appointed by
the Secretary of Health and Human Services,
of which—

(A) at least 2 members shall be individuals
with lived experience with serious mental
illness or serious emotional disturbance;

(B) at least 1 member shall be a parent or
legal guardian of an individual with a his-
tory of a serious mental illness or serious
emotional disturbance;

(C) at least 1 member shall be a representa-
tive of a leading research, advocacy, or serv-
ice organization for individuals with serious
mental illness or serious emotional disturb-
ance;

(D) at least 2 members shall be—

(i) a licensed psychiatrist with experience
treating serious mental illnesses or serious
emotional disturbances;

(ii) a licensed psychologist with experience
treating serious mental illnesses or serious
emotional disturbances;

(iii) a licensed clinical social worker with
experience treating serious mental illness or
serious emotional disturbances; or

(iv) a licensed psychiatric nurse, nurse
practitioner, or physician assistant with ex-
perience treating serious mental illnesses or
serious emotional disturbances;

(E) at least 1 member shall be a licensed
mental health professional with a specialty
in treating children and adolescents with se-
rious emotional disturbances;
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(F) at least 1 member shall be a mental
health professional who has research or clin-
ical mental health experience working with
minorities;

(G) at least 1 member shall be a mental
health professional who has research or clin-
ical mental health experience working with
medically underserved populations;

(H) at least 1 member shall be a State cer-
tified mental health peer-support specialist;

(I) at least 1 member shall be a judge with
experience adjudicating cases within a men-
tal health court;

(J) at least 1 member shall be a law en-
forcement officer or corrections officer with
extensive experience in interfacing with in-
dividuals with a serious mental illness or se-
rious emotional disturbance, or in a mental
health crisis; and

(K) at least 1 member shall be a homeless
services provider with experience working
with individuals with serious mental illness,
with serious emotional disturbance, or hav-
ing mental health crisis.

(3) TERMS.—A member of the Committee
appointed under paragraph (2) shall serve for
a term of 3 years, and may be reappointed for
one or more additional 3-year terms. Any
member appointed to fill a vacancy for an
unexpired term shall be appointed for the re-
mainder of such term. A member may serve
after the expiration of the member’s term
until a successor has been appointed.

(f) WORKING GROUPS.—In carrying out its
functions, the Committee may establish
working groups. Such working groups shall
be composed of Committee members, or their
designees, and may hold such meetings as
are necessary.

(g) SUNSET.—The Committee shall termi-
nate on the date that is 6 years after the
date on which the Committee is established
under subsection (a)(1).

TITLE IV—COMPASSIONATE
COMMUNICATION ON HIPAA

SEC. 401. SENSE OF CONGRESS.

(a) FINDINGS.—Congress
lowing:

(1) The vast majority of individuals with
mental illness are capable of understanding
their illness and caring for themselves.

(2) Persons with serious mental illness (in
this section referred to as ‘“SMI”’), including
schizophrenia spectrum, bipolar disorders,
and major depressive disorder, may be sig-
nificantly impaired in their ability to under-
stand or make sound decisions for their care
and needs. By nature of their illness, cog-
nitive impairments in reasoning and judg-
ment, as well as the presence of halluci-
nations, delusions, and severe emotional dis-
tortions, they may lack the awareness they
even have a mental illness (a condition
known as anosognosia), and thus may be un-
able to make sound decisions regarding their
care, nor follow through consistently and ef-
fectively on their care needs.

(3) Persons with mental illness or SMI may
require and benefit from mental health
treatment in order to recover to the fullest
extent of their ability; these beneficial inter-
ventions may include psychiatric care, psy-
chological care, medication, peer support,
educational support, employment support,
and housing support.

(4) Persons with SMI who are provided
with professional and supportive services
may still experience times when their symp-
toms may greatly impair their abilities to
make sound decisions for their personal care
or may discontinue their care as a result of
this impaired decisionmaking resulting in a
further deterioration of their condition.
They may experience a temporary or pro-
longed impairment as a result of their di-
minished capacity to care for themselves.

finds the fol-
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(5) Episodes of psychiatric crises among
those with SMI can result in neurological
harm to the individual’s brain.

(6) Persons with SMI—

(A) are at high risk for other chronic phys-
ical illnesses, with approximately 50 percent
having two or more co-occurring chronic
physical illnesses such as cardiac, pul-
monary, cancer, and endocrine disorders; and

(B) have three times the odds of having
chronic bronchitis, five times the odds of
having emphysema, and four times the odds
of having COPD, are more than four times as
likely to have fluid and electrolyte dis-
orders, and are nearly three times as likely
to be nicotine dependent.

(7) Some psychotropic medications, such as
second generation antipsychotics, signifi-
cantly increase risk for chronic illnesses
such as diabetes and cardiovascular disease.

(8) When the individual fails to seek or
maintain treatment for these physical condi-
tions over a long term, it can result in the
individual becoming gravely disabled, or de-
veloping life-threatening illnesses. Early and
consistent treatment can ameliorate or re-
duce symptoms or cure the disease.

(9) Persons with SMI die 7 to 24 years ear-
lier than their age cohorts primarily because
of complications from their chronic physical
illness and failure to seek or maintain treat-
ment resulting from emotional and cognitive
impairments from their SMI.

(10) It is beneficial to the person with SMI
and chronic illness to seek and maintain
continuity of medical care and treatment for
their mental illness to prevent further dete-
rioration and harm to their own safety.

(11) When the individual with SMI is sig-
nificantly diminished in their capacity to
care for themselves long term or acutely,
other supportive interventions to assist their
care may be necessary to protect their
health and safety.

(12) Prognosis for the physical and psy-
chiatric health of those with SMI may im-
prove when responsible caregivers facilitate
and participate in care.

(13) When an individual with SMI is chron-
ically incapacitated in their ability to care
for themselves, caregivers can pursue legal
guardianship to facilitate care in appro-
priate areas while being mindful to allow the
individual to make decisions for themselves
in areas where they are capable.

(14) Individuals with SMI who have pro-
longed periods of being significantly func-
tional can, during such periods, design and
sign an advanced directive to predefine and
choose medications, providers, treatment
plans, and hospitals, and provide caregivers
with guardianship the ability to help in
those times when a patient’s psychiatric
symptoms worsen to the point of making
them incapacitated or leaving them with a
severely diminished capacity to make in-
formed decisions about their care which may
result in harm to their physical and mental
health.

(156) All professional and support efforts
should be made to help the individual with
SMI and acute or chronic physical illnesses
to understand and follow through on treat-
ment.

(16) When individuals with SMI, even after
efforts to help them understand, have failed
to care for themselves, there exists confusion
in the health care community around what
is currently permissible under HIPAA rules.
This confusion may hinder communication
with responsible caregivers who may be able
to facilitate care for the patient with SMI in
instances when the individual does not give
permission for disclosure.

(b) SENSE OF CONGRESS.—It is the sense of
the Congress that, for the sake of the health
and safety of persons with serious mental ill-
ness, more clarity is needed surrounding the
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existing HIPAA privacy rule promulgated
pursuant to section 264(c) of the Health In-
surance Portability and Accountability Act
(42 U.S.C. 1320d-2 note) to permit health care
professionals to communicate, when nec-
essary, with responsible known caregivers of
such persons, the limited, appropriate pro-
tected health information of such persons in
order to facilitate treatment, but not includ-
ing psychotherapy notes.

SEC. 402. CONFIDENTIALITY OF RECORDS.

Not later than one year after the date on
which the Secretary of Health and Human
Services first finalizes regulations updating
part 2 of title 42, Code of Federal Regulations
(relating to confidentiality of alcohol and
drug abuse patient records) after the date of
enactment of this Act, the Secretary shall
convene relevant stakeholders to determine
the effect of such regulations on patient
care, health outcomes, and patient privacy.
The Secretary shall submit to the Com-
mittee on Energy and Commerce of the
House of Representatives and the Committee
on Health, Education, Liabor, and Pensions of
the Senate, and make publicly available, a
report on the findings of such stakeholders.
SEC. 403. CLARIFICATION OF CIRCUMSTANCES

UNDER WHICH DISCLOSURE OF PRO-
TECTED HEALTH INFORMATION IS
PERMITTED.

(a) IN GENERAL.—Not later than one year
after the date of enactment of this section,
the Secretary of Health and Human Services
shall promulgate final regulations clarifying
the circumstances under which, consistent
with the provisions of subpart C of title XI of
the Social Security Act (42 U.S.C. 1320d et
seq.) and regulations promulgated pursuant
to section 264(c) of the Health Insurance
Portability and Accountability Act of 1996
(42 U.S.C. 1320d-2 note), a health care pro-
vider or covered entity may disclose the pro-
tected health information of a patient with a
mental illness, including for purposes of—

(1) communicating (including with respect
to treatment, side effects, risk factors, and
the availability of community resources)
with a family member of such patient, care-
giver of such patient, or other individual to
the extent that such family member, care-
giver, or individual is involved in the care of
the patient;

(2) communicating with a family member
of the patient, caregiver of such patient, or
other individual involved in the care of the
patient in the case that the patient is an
adult;

(3) communicating with the parent or care-
giver of a patient in the case that the pa-
tient is a minor;

(4) considering the patient’s capacity to
agree or object to the sharing of the pro-
tected health information of the patient;

(6) communicating and sharing informa-
tion with the family or caregivers of the pa-
tient when—

(A) the patient consents;

(B) the patient does not consent, but the
patient lacks the capacity to agree or object
and the communication or sharing of infor-
mation is in the patient’s best interest;

(C) the patient does not consent and the
patient is not incapacitated or in an emer-
gency circumstance, but the ability of the
patient to make rational health care deci-
sions is significantly diminished by reason of
the physical or mental health condition of
the patient; and

(D) the patient does not consent, but such
communication and sharing of information
is necessary to prevent impending and seri-
ous deterioration of the patient’s mental or
physical health;

(6) involving a patient’s family members,
caregivers, or others involved in the pa-
tient’s care or care plan, including facili-
tating treatment and medication adherence,
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in dealing with patient failures to adhere to
medication or other therapy;

(7) listening to or receiving information
with respect to the patient from the family
or caregiver of such patient receiving mental
illness treatment;

(8) communicating with family members of
the patient, caregivers of the patient, law
enforcement, or others when the patient pre-
sents a serious and imminent threat of harm
to self or others; and

(9) communicating to law enforcement and
family members of the patient or caregivers
of the patient about the admission of the pa-
tient to receive care at a facility or the re-
lease of a patient who was admitted to a fa-
cility for an emergency psychiatric hold or
involuntary treatment.

(b) COORDINATION.—The Secretary  of
Health and Human Services shall carry out
this section in coordination with the Direc-
tor of the Office for Civil Rights within the
Department of Health and Human Services.

(¢) CONSISTENCY WITH GUIDANCE.—The Sec-
retary of Health and Human Services shall
ensure that the regulations under this sec-
tion are consistent with the guidance enti-
tled “HIPAA Privacy Rule and Sharing In-
formation Related to Mental Health’, issued
by the Department of Health and Human
Services on February 20, 2014.

SEC. 404. DEVELOPMENT AND DISSEMINATION
OF MODEL TRAINING PROGRAMS.

(a) INITIAL PROGRAMS AND MATERIALS.—
Not later than one year after the date of the
enactment of this Act, the Secretary of
Health and Human Services (in this section
referred to as the ‘“‘Secretary’’) shall develop
and disseminate—

(1) a model program and materials for
training health care providers (including
physicians, emergency medical personnel,
psychologists, counselors, therapists, behav-
ioral health facilities and clinics, care man-
agers, and hospitals) regarding the cir-
cumstances under which, consistent with the
standards governing the privacy and security
of individually identifiable health informa-
tion promulgated by the Secretary under
subpart C of title XI of the Social Security
Act (42 U.S.C. 1320d et seq.) and regulations
promulgated pursuant to section 264(c) of the
Health Insurance Portability and Account-
ability Act of 1996 (42 U.S.C. 1320d-2 note),
the protected health information of patients
with a mental illness may be disclosed with
and without patient consent;

(2) a model program and materials for
training lawyers and others in the legal pro-
fession on such circumstances; and

(3) a model program and materials for
training patients and their families regard-
ing their rights to protect and obtain infor-
mation under the standards specified in
paragraph (1).

(b) PERIODIC
shall—

(1) periodically review and update the
model programs and materials developed
under subsection (a); and

(2) disseminate the updated model pro-
grams and materials.

(c) CONTENTS.—The programs and mate-
rials developed under subsection (a) shall ad-
dress the guidance entitled “HIPAA Privacy
Rule and Sharing Information Related to
Mental Health’’, issued by the Department of
Health and Human Services on February 20,
2014.

(d) COORDINATION.—The Secretary shall
carry out this section in coordination with
the Director of the Office for Civil Rights
within the Department of Health and Human
Services, the Assistant Secretary for Mental
Health and Substance Use, the Adminis-
trator of the Health Resources and Services
Administration, and the heads of other rel-
evant agencies within the Department of
Health and Human Services.

UPDATES.—The Secretary
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(e) INPUT OF CERTAIN ENTITIES.—In devel-
oping the model programs and materials re-
quired by subsections (a) and (b), the Sec-
retary shall solicit the input of relevant na-
tional, State, and local associations, medical
societies, and licensing boards.

(f) FUNDING.—There are authorized to be
appropriated to carry out this section
$4,000,000 for fiscal year 2018, $2,000,000 for
each of fiscal years 2019 and 2020, and
$1,000,000 for each of fiscal years 2021 and
2022.

TITLE V—INCREASING ACCESS TO TREAT-
MENT FOR SERIOUS MENTAL ILLNESS
SEC. 501. ASSERTIVE COMMUNITY TREATMENT
GRANT PROGRAM FOR INDIVIDUALS

WITH SERIOUS MENTAL ILLNESS.

Part B of title V of the Public Health Serv-
ice Act (42 U.S.C. 290bb et seq.) is amended
by inserting after section 520L the following:
“SEC. 520M. ASSERTIVE COMMUNITY TREATMENT

GRANT PROGRAM FOR INDIVIDUALS
WITH SERIOUS MENTAL ILLNESS.

‘‘(a) IN GENERAL.—The Assistant Secretary
shall award grants to eligible entities—

“(1) to establish assertive community
treatment programs for individuals with se-
rious mental illness; or

‘(2) to maintain or expand such programs.

‘“(b) ELIGIBLE ENTITIES.—To be eligible to
receive a grant under this section, an entity
shall be a State, county, city, tribe, tribal
organization, mental health system, health
care facility, or any other entity the Assist-
ant Secretary deems appropriate.

“(c) SPECIAL CONSIDERATION.—In selecting
among applicants for a grant under this sec-
tion, the Assistant Secretary may give spe-
cial consideration to the potential of the ap-
plicant’s program to reduce hospitalization,
homelessness, and involvement with the
criminal justice system while improving the
health and social outcomes of the patient.

“(d) ADDITIONAL ACTIVITIES.—The Assist-
ant Secretary shall—

‘(1) not later than the end of fiscal year
2021, submit a report to the appropriate con-
gressional committees on the grant program
under this section, including an evaluation
of—

‘“(A) cost savings and public health out-
comes such as mortality, suicide, substance
abuse, hospitalization, and use of services;

‘“(B) rates of involvement with the crimi-
nal justice system of patients;

““(C) rates of homelessness among patients;
and

‘(D) patient and family satisfaction with
program participation; and

‘“(2) provide appropriate information,
training, and technical assistance to grant
recipients under this section to help such re-
cipients to establish, maintain, or expand
their assertive community treatment pro-
grams.

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.—

‘(1) IN GENERAL.—To carry out this sec-
tion, there is authorized to be appropriated
$5,000,000 for the period of fiscal years 2018
through 2022.

““(2) USE OF CERTAIN FUNDS.—Of the funds
appropriated to carry out this section in any
fiscal year, no more than 5 percent shall be
available to the Assistant Secretary for car-
rying out subsection (d).”.

SEC. 502. STRENGTHENING COMMUNITY CRISIS
RESPONSE SYSTEMS.

Section 520F of the Public Health Service
Act (42 U.S.C. 290bb-37) is amended to read as
follows:

“SEC. 520F. STRENGTHENING COMMUNITY CRISIS
RESPONSE SYSTEMS.

‘‘(a) IN GENERAL.—The Secretary shall
award competitive grants—

‘(1) to State and local governments and In-
dian tribes and tribal organizations to en-
hance community-based crisis response sys-
tems; or
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‘“(2) to States to develop, maintain, or en-
hance a database of beds at inpatient psy-
chiatric facilities, crisis stabilization units,
and residential community mental health
and residential substance use disorder treat-
ment facilities, for individuals with serious
mental illness, serious emotional disturb-
ance, or substance use disorders.

“(b) APPLICATION.—

‘(1) IN GENERAL.—To receive a grant or co-
operative agreement under subsection (a), an
entity shall submit to the Secretary an ap-
plication, at such time, in such manner, and
containing such information as the Sec-
retary may require.

‘“(2) COMMUNITY-BASED CRISIS RESPONSE
PLAN.—AnN application for a grant under sub-
section (a)(1) shall include a plan for—

‘““(A) promoting integration and coordina-
tion between local public and private enti-
ties engaged in crisis response, including
first responders, emergency health care pro-
viders, primary care providers, law enforce-
ment, court systems, health care payers, so-
cial service providers, and behavioral health
providers;

‘“(B) developing a plan for entering into
memoranda of understanding with public and
private entities to implement crisis response
services;

‘(C) expanding the continuum of commu-
nity-based services to address crisis inter-
vention and prevention; and

‘(D) developing models for minimizing
hospital readmissions, including through ap-
propriate discharge planning.

‘‘(3) BEDS DATABASE PLAN.—An application
for a grant under subsection (a)(2) shall in-
clude a plan for developing, maintaining, or
enhancing a real-time Internet-based bed
database to collect, aggregate, and display
information about beds in inpatient psy-
chiatric facilities and crisis stabilization
units, and residential community mental
health and residential substance use disorder
treatment facilities, to facilitate the identi-
fication and designation of facilities for the
temporary treatment of individuals in men-
tal or substance use disorder crisis.

“(c) DATABASE REQUIREMENTS.—A bed
database described in this section is a data-
base that—

‘(1) includes information on inpatient psy-
chiatric facilities, crisis stabilization units,
and residential community mental health
and residential substance use disorder facili-
ties in the State involved, including contact
information for the facility or unit;

‘(2) provides real-time information about
the number of beds available at each facility
or unit and, for each available bed, the type
of patient that may be admitted, the level of
security provided, and any other information
that may be necessary to allow for the prop-
er identification of appropriate facilities for
treatment of individuals in mental or sub-
stance use disorder crisis; and

‘“(3) enables searches of the database to
identify available beds that are appropriate
for the treatment of individuals in mental or
substance use disorder crisis.

‘‘(d) EVALUATION.—An entity receiving a
grant under subsection (a)(1) shall submit to
the Secretary, at such time, in such manner,
and containing such information as the Sec-
retary may reasonably require, a report, in-
cluding an evaluation of the effect of such
grant on—

‘(1) local crisis response services and
measures of individuals receiving crisis plan-
ning and early intervention supports;

‘(2) individuals reporting improved func-
tional outcomes; and

‘(3) individuals receiving regular followup
care following a crisis.

‘“(e) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated to
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carry out this section, $5,000,000 for the pe-

riod of fiscal years 2018 through 2022.”.

SEC. 503. INCREASED AND EXTENDED FUNDING
FOR ASSISTED OUTPATIENT GRANT
PROGRAM FOR INDIVIDUALS WITH
SERIOUS MENTAL ILLNESS.

Section 224(g) of the Protecting Access to
Medicare Act of 2014 (42 U.S.C. 290aa note) is
amended—

(1) in paragraph (1), by striking ‘2018 and
inserting ‘“2022’; and

(2) in paragraph (2), by striking ‘‘is author-
ized to be appropriated to carry out this sec-
tion $15,000,000 for each of fiscal years 2015
through 2018 and inserting ‘‘are authorized
to be appropriated to carry out this section
$15,000,000 for each of fiscal years 2015
through 2017, $20,000,000 for fiscal year 2018,
$19,000,000 for each of fiscal years 2019 and
2020, and $18,000,000 for each of fiscal years
2021 and 2022’.

SEC. 504. LIABILITY PROTECTIONS FOR HEALTH
PROFESSIONAL VOLUNTEERS AT
COMMUNITY HEALTH CENTERS.

Section 224 of the Public Health Service
Act (42 U.S.C. 233) is amended by adding at
the end the following:

“(a)(1) For purposes of this section, a
health professional volunteer at an entity
described in subsection (g)(4) shall, in pro-
viding a health professional service eligible
for funding under section 330 to an indi-
vidual, be deemed to be an employee of the
Public Health Service for a calendar year
that begins during a fiscal year for which a
transfer was made under paragraph (4)(C).
The preceding sentence is subject to the pro-
visions of this subsection.

*“(2) In providing a health service to an in-
dividual, a health care practitioner shall for
purposes of this subsection be considered to
be a health professional volunteer at an enti-
ty described in subsection (g)(4) if the fol-
lowing conditions are met:

““(A) The service is provided to the indi-
vidual at the facilities of an entity described
in subsection (g)(4), or through offsite pro-
grams or events carried out by the entity.

“(B) The entity is sponsoring the health
care practitioner pursuant to paragraph
@)(B).

‘(C) The health care practitioner does not
receive any compensation for the service
from the individual or from any third-party
payer (including reimbursement under any
insurance policy or health plan, or under any
Federal or State health benefits program),
except that the health care practitioner may
receive repayment from the entity described
in subsection (g)(4) for reasonable expenses
incurred by the health care practitioner in
the provision of the service to the individual.

‘(D) Before the service is provided, the
health care practitioner or the entity de-
scribed in subsection (g)(4) posts a clear and
conspicuous notice at the site where the
service is provided of the extent to which the
legal liability of the health care practitioner
is limited pursuant to this subsection.

‘“(E) At the time the service is provided,
the health care practitioner is licensed or
certified in accordance with applicable law
regarding the provision of the service.

‘(8) Subsection (g) (other than paragraphs
(3) and (5)) and subsections (h), (i), and (1)
apply to a health care practitioner for pur-
poses of this subsection to the same extent
and in the same manner as such subsections
apply to an officer, governing board member,
employee, or contractor of an entity de-
scribed in subsection (g)(4), subject to para-
graph (4) and subject to the following:

‘“(A) The first sentence of paragraph (1) ap-
plies in lieu of the first sentence of sub-
section (g)(1)(A).

‘(B) With respect to an entity described in
subsection (g)(4), a health care practitioner
is not a health professional volunteer at such
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entity unless the entity sponsors the health
care practitioner. For purposes of this sub-
section, the entity shall be considered to be
sponsoring the health care practitioner if—

‘(i) with respect to the health care practi-
tioner, the entity submits to the Secretary
an application meeting the requirements of
subsection (g2)(1)(D); and

‘‘(i1) the Secretary, pursuant to subsection
(2)(1)(E), determines that the health care
practitioner is deemed to be an employee of
the Public Health Service.

“(C) In the case of a health care practi-
tioner who is determined by the Secretary
pursuant to subsection (g)(1)(E) to be a
health professional volunteer at such entity,
this subsection applies to the health care
practitioner (with respect to services per-
formed on behalf of the entity sponsoring the
health care practitioner pursuant to sub-
paragraph (B)) for any cause of action aris-
ing from an act or omission of the health
care practitioner occurring on or after the
date on which the Secretary makes such de-
termination.

‘(D) Subsection (g)(1)(F) applies to a
health care practitioner for purposes of this
subsection only to the extent that, in pro-
viding health services to an individual, each
of the conditions specified in paragraph (2) is
met.

“(4)(A) Amounts in the fund established
under subsection (k)(2) shall be available for
transfer under subparagraph (C) for purposes
of carrying out this subsection.

‘(B) Not later May 1 of each fiscal year,
the Attorney General, in consultation with
the Secretary, shall submit to the Congress
a report providing an estimate of the amount
of claims (together with related fees and ex-
penses of witnesses) that, by reason of the
acts or omissions of health professional vol-
unteers, will be paid pursuant to this section
during the calendar year that begins in the
following fiscal year. Subsection (k)(1)(B) ap-
plies to the estimate under the preceding
sentence regarding health professional vol-
unteers to the same extent and in the same
manner as such subsection applies to the es-
timate under such subsection regarding offi-
cers, governing board members, employees,
and contractors of entities described in sub-
section (g)(4).

“(C) Not later than December 31 of each
fiscal year, the Secretary shall transfer from
the fund under subsection (k)(2) to the appro-
priate accounts in the Treasury an amount
equal to the estimate made under subpara-
graph (B) for the calendar year beginning in
such fiscal year, subject to the extent of
amounts in the fund.

“(5)(A) This subsection takes effect on Oc-
tober 1, 2017, except as provided in subpara-
graph (B).

‘“(B) Effective on the date of the enactment
of this subsection—

‘(i) the Secretary may issue regulations
for carrying out this subsection, and the Sec-
retary may accept and consider applications
submitted pursuant to paragraph (3)(B); and

‘“(ii) reports under paragraph (4)(B) may be
submitted to the Congress.” .

TITLE VI—_SUPPORTING INNOVATIVE AND
EVIDENCE-BASED PROGRAMS
Subtitle A—Encouraging the Advancement,

Incorporation, and Development of Evi-

dence-Based Practices
SEC. 601. ENCOURAGING INNOVATION AND EVI-

DENCE-BASED PROGRAMS.

Section 501B of the Public Health Service
Act, as inserted by section 103, is further
amended, by inserting after subsection (c)
the following new subsection:

‘‘(d) PROMOTING INNOVATION.—

‘(1) IN GENERAL.—The Assistant Secretary,
in coordination with the Laboratory, may
award grants to States, local governments,
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Indian tribes or tribal organizations (as such
terms are defined in section 4 of the Indian
Self-Determination and Education Assist-
ance Act), educational institutions, and non-
profit organizations to develop evidence-
based interventions, including culturally and
linguistically appropriate services, as appro-
priate, for—

““(A) evaluating a model that has been sci-
entifically demonstrated to show promise,
but would benefit from further applied devel-
opment, for—

‘(i) enhancing the prevention, diagnosis,
intervention, treatment, and recovery of
mental illness, serious emotional disturb-
ance, substance use disorders, and co-occur-
ring illness or disorders; or

‘‘(ii) integrating or coordinating physical
health services and mental illness and sub-
stance use disorder services; and

‘(B) expanding, replicating, or scaling evi-
dence-based programs across a wider area to
enhance effective screening, early diagnosis,
intervention, and treatment with respect to
mental illness, serious mental illness, and
serious emotional disturbance, primarily
by—

‘(i) applying delivery of care, including
training staff in effective evidence-based
treatment; or

‘‘(ii) integrating models of care across spe-
cialties and jurisdictions.

‘“(2) CONSULTATION.—In awarding grants
under this paragraph, the Assistant Sec-
retary shall, as appropriate, consult with the
advisory councils described in section 502,
the National Institute of Mental Health, the
National Institute on Drug Abuse, and the
National Institute on Alcohol Abuse and Al-
coholism, as appropriate.

‘“(3) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated—

“(A) to carry out paragraph (1)(A),
$7,000,000 for the period of fiscal years 2018
through 2020; and

“(B) to carry out paragraph (1)(B),
$7,000,000 for the period of fiscal years 2018
through 2020.”.

SEC. 602. PROMOTING ACCESS TO INFORMATION
ON EVIDENCE-BASED PROGRAMS
AND PRACTICES.

Part D of title V of the Public Health Serv-
ice Act is amended by inserting after section
543 of such Act (42 U.S.C. 290dd-2 ) the fol-
lowing:

“SEC. 544. PROMOTING ACCESS TO INFORMATION
ON EVIDENCE-BASED PROGRAMS
AND PRACTICES.

‘‘(a) IN GENERAL.—The Assistant Secretary
shall improve access to reliable and valid in-
formation on evidence-based programs and
practices, including information on the
strength of evidence associated with such
programs and practices, related to mental
illness and substance use disorders for
States, local communities, nonprofit enti-
ties, and other stakeholders by posting on
the website of the National Registry of Evi-
dence-Based Programs and Practices evi-
dence-based programs and practices that
have been reviewed by the Assistant Sec-
retary pursuant to the requirements of this
section.

““(b) NOTICE.—

‘(1) PERIODS.—In carrying out subsection
(a), the Assistant Secretary may establish an
initial period for the submission of applica-
tions for evidence-based programs and prac-
tices to be posted publicly in accordance
with subsection (a) (and may establish subse-
quent such periods). The Assistant Secretary
shall publish notice of such application peri-
ods in the Federal Register.

‘“(2) ADDRESSING GAPS.—Such notice may
solicit applications for evidence-based prac-
tices and programs to address gaps in infor-
mation identified by the Assistant Sec-
retary, the Assistant Secretary for Planning
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and Evaluation, the Assistant Secretary for
Financial Resources, or the National Mental
Health and Substance Use Policy Labora-
tory, including pursuant to priorities identi-
fied in the strategic plan established under
section 501(1).

‘(c) REQUIREMENTS.—The Assistant Sec-
retary shall establish minimum require-
ments for applications referred to in this sec-
tion, including applications related to the
submission of research and evaluation.

“(d) REVIEW AND RATING.—The Assistant
Secretary shall review applications prior to
public posting, and may prioritize the review
of applications for evidence-based practices
and programs that are related to topics in-
cluded in the notice established under sub-
section (b). The Assistant Secretary shall
utilize a rating and review system, which
shall include information on the strength of
evidence associated with such programs and
practices and a rating of the methodological
rigor of the research supporting the applica-
tion. The Assistant Secretary shall make the
metrics used to evaluate applications and
the resulting ratings publicly available.”.
SEC. 603. SENSE OF CONGRESS.

It is the sense of the Congress that the Na-
tional Institute of Mental Health should con-
duct or support research on the deter-
minants of self-directed and other violence
connected to mental illness.

Subtitle B—Supporting the State Response to
Mental Health Needs
SEC. 611. COMMUNITY MENTAL HEALTH SERV-
ICES BLOCK GRANT.

(a) FORMULA GRANTS.—Section 1911(b) of
the Public Health Service Act (42 U.S.C.
300x(b)) is amended—

(1) by redesignating paragraphs (1) through
(3) as paragraphs (2) through (4), respec-
tively; and

(2) by inserting before paragraph (2) (as so
redesignated), the following:

‘(1) providing community mental health
services for adults with a serious mental ill-
ness and children with a serious emotional
disturbance as defined in accordance with
section 1912(c);”.

(b) STATE PLAN.—Subsection (b) of section
1912 of the Public Health Service Act (42
U.S.C. 300x-1) is amended to read as follows:

‘“(b) CRITERIA FOR PLAN.—The criteria
specified in this subsection are as follows:

‘(1) SYSTEM OF CARE.—The plan provides a
description of the system of care of the
State, including as follows:

‘“(A) COMPREHENSIVE COMMUNITY-BASED
HEALTH SYSTEMS.—The plan shall—

‘(i) identify the single State agency to be
responsible for the administration of the pro-
gram under the grant and any third party
with whom the agency will contract (subject
to such third party complying with the re-
quirements of this part) for administering
mental health services through such pro-
gram;

‘‘(ii) provide for an organized community-
based system of care for individuals with
mental illness, and describe available serv-
ices and resources in a comprehensive sys-
tem of care, including services for individ-
uals with mental health and behavioral
health co-occurring illness or disorders;

‘‘(iii) include a description of the manner
in which the State and local entities will co-
ordinate services to maximize the efficiency,
effectiveness, quality, and cost effectiveness
of services and programs to produce the best
possible outcomes (including health services,
rehabilitation services, employment serv-
ices, housing services, educational services,
substance use disorder services, legal serv-
ices, law enforcement services, social serv-
ices, child welfare services, medical and den-
tal care services, and other support services
to be provided with Federal, State, and local
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public and private resources) with other
agencies to enable individuals receiving serv-
ices to function outside of inpatient or resi-
dential institutions, to the maximum extent
of their capabilities, including services to be
provided by local school systems under the
Individuals with Disabilities Education Act;

‘“(iv) include a description of how the
State—

‘“(I) promotes evidence-based practices, in-
cluding those evidence-based programs that
address the needs of individuals with early
serious mental illness regardless of the age
of the individual at onset;

“(II) provides comprehensive individual-
ized treatment; or

‘“(IIT) integrates
health services;

‘“(v) include a description of case manage-
ment services in the State;

‘“(vi) include a description of activities
that seek to engage individuals with serious
mental illness or serious emotional disturb-
ance and their caregivers where appropriate
in making health care decisions, including
activities that enhance communication be-
tween individuals, families, caregivers, and
treatment providers; and

“(vii) as appropriate to and reflective of
the uses the State proposes for the block
grant monies—

‘“(I) a description of the activities intended
to reduce hospitalizations and hospital stays
using the block grant monies;

‘“(II) a description of the activities in-
tended to reduce incidents of suicide using
the block grant monies; and

‘(III) a description of how the State inte-
grates mental health and primary care using
the block grant monies.

“(B) MENTAL HEALTH SYSTEM DATA AND EPI-
DEMIOLOGY.—The plan shall contain an esti-
mate of the incidence and prevalence in the
State of serious mental illness among adults
and serious emotional disturbance among
children and presents quantitative targets
and outcome measures for programs and
services provided under this subpart.

‘(C) CHILDREN’S SERVICES.—In the case of
children with serious emotional disturbance
(as defined in accordance with subsection
(c)), the plan shall provide for a system of in-
tegrated social services, educational serv-
ices, child welfare services, juvenile justice
services, law enforcement services, and sub-
stance use disorder services that, together
with health and mental health services, will
be provided in order for such children to re-
ceive care appropriate for their multiple
needs (such system to include services pro-
vided under the Individuals with Disabilities
Education Act).

‘(D) TARGETED SERVICES TO RURAL AND
HOMELESS POPULATIONS.—The plan shall de-
scribe the State’s outreach to and services
for individuals who are homeless and how
community-based services will be provided
to individuals residing in rural areas.

“(E) MANAGEMENT SERVICES.—The
shall—

‘(i) describe the financial resources avail-
able, the existing mental health workforce,
and the workforce trained in treating indi-
viduals with co-occurring mental illness and
substance use disorders;

‘“(ii) provide for the training of providers of
emergency health services regarding mental
health;

‘(iii) describe the manner in which the
State intends to expend the grant under sec-
tion 1911 for the fiscal year involved; and

“‘(iv) describe the manner in which the
State intends to comply with each of the
funding agreements in this subpart and sub-
part III.

“(2) GOALS AND OBJECTIVES.—The plan es-
tablishes goals and objectives for the period
of the plan, including targets and milestones

mental and physical

plan
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that are intended to be met, and the activi-
ties that will be undertaken to achieve those
goals and objectives.”’.

(¢) BEST PRACTICES IN CLINICAL CARE MOD-
ELS.—Section 1920 of the Public Health Serv-
ice Act (42 U.S.C. 300x-9) is amended by add-
ing at the end the following:

“(c) BEST PRACTICES IN CLINICAL CARE
MODELS.—A State shall expend not less than
10 percent of the amount the State receives
for carrying out this subpart in each fiscal
year to support evidence-based programs
that address the needs of individuals with
early serious mental illness, including psy-
chotic disorders, regardless of the age of the
individual at the onset of such illness.”.

(d) ADDITIONAL PROVISIONS.—Section
1915(b) of the Public Health Service Act (42
U.S.C. 300x—4(b)) is amended—

(1) by amending paragraph (1) to read as
follows:

‘(1) IN GENERAL.—A funding agreement for
a grant under section 1911 is that the State
involved will maintain State expenditures
for community mental health services at a
level that is not less than the average of the
amounts prescribed by this paragraph (prior
to any waiver under paragraph (3)) for such
expenditures by such State for each of the
two fiscal years immediately preceding the
fiscal year for which the State is applying
for the grant.”’;

(2) in paragraph (2)—

(A) by striking ‘‘under subsection (a)” and
inserting ‘‘specified in paragraph (1)”’; and

(B) by striking ‘“‘principle” and inserting
“principal’’;

(3) by amending paragraph (3) to read as
follows:

“(3) WAIVER.—

‘““(A) IN GENERAL.—The Secretary may,
upon the request of a State, waive the re-
quirement established in paragraph (1) in
whole or in part, if the Secretary determines
that extraordinary economic conditions in
the State in the fiscal year involved or in the
previous fiscal year justify the waiver.

‘“(B) DATE CERTAIN FOR ACTION UPON RE-
QUEST.—The Secretary shall approve or deny
a request for a waiver under this paragraph
not later than 120 days after the date on
which the request is made.

“(C) APPLICABILITY OF WAIVER.—A waiver
provided by the Secretary under this para-
graph shall be applicable only to the fiscal
year involved.”’; and

(4) in paragraph (4)—

(A) by amending subparagraph (A) to read
as follows:

““(A) IN GENERAL.—

‘(i) DETERMINATION AND REDUCTION.—The
Secretary shall determine, in the case of
each State, and for each fiscal year, whether
the State maintained material compliance
with the agreement made under paragraph
(1). If the Secretary determines that a State
has failed to maintain such compliance for a
fiscal year, the Secretary shall reduce the
amount of the allotment under section 1911
for the State, for the first fiscal year begin-
ning after such determination is final, by an
amount equal to the amount constituting
such failure for the previous fiscal year
about which the determination was made.

‘(i) ALTERNATIVE SANCTION.—The Sec-
retary may by regulation provide for an al-
ternative method of imposing a sanction for
a failure by a State to maintain material
compliance with the agreement under para-
graph (1) if the Secretary determines that
such alternative method would be more equi-
table and would be a more effective incentive
for States to maintain such material compli-
ance.”’; and

(B) in subparagraph (B)—

(i) by inserting after the subparagraph des-
ignation the following: ‘‘SUBMISSION OF IN-
FORMATION TO THE SECRETARY.—’’; and
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(ii) by striking ‘‘subparagraph (A)”’ and in-
serting ‘‘subparagraph (A){)”.

(e) APPLICATION FOR GRANT.—Section
1917(a) of the Public Health Service Act (42
U.S.C. 300x-6(a)) is amended—

(1) in paragraph (1), by striking ‘1941’ and
inserting ‘‘1942(a)”’; and

(2) in paragraph (5), by striking
£1915(b)(3)(B)”’ and inserting “1915(b)’’.

Subtitle C—Strengthening Mental Health

Care for Children and Adolescents
SEC. 621. TELE-MENTAL HEALTH CARE ACCESS
GRANTS.

Title IIT of the Public Health Service Act
is amended by inserting after section 330L of
such Act (42 U.S.C. 254c-18) the following new
section:

“SEC. 330M. TELE-MENTAL HEALTH CARE ACCESS
GRANTS.

‘“(a) IN GENERAL.—The Secretary, acting
through the Administrator of the Health Re-
sources and Services Administration and in
coordination with other relevant Federal
agencies, shall award grants to States, polit-
ical subdivisions of States, Indian tribes, and
tribal organizations (for purposes of this sec-
tion, as such terms are defined in section 4 of
the Indian Self-Determination and Edu-
cation Assistance Act (256 U.S.C. 450b)) to
promote behavioral health integration in pe-
diatric primary care by—

‘(1) supporting the development of state-
wide child mental health care access pro-
grams; and

‘“(2) supporting the improvement of exist-
ing statewide child mental health care ac-
cess programs.

““(b) PROGRAM REQUIREMENTS.—

‘(1) IN GENERAL.—A child mental health
care access program referred to in subsection
(a), with respect to which a grant under such
subsection may be used, shall—

‘““(A) be a statewide network of pediatric
mental health teams that provide support to
pediatric primary care sites as an integrated
team;

‘(B) support and further develop organized
State networks of child and adolescent psy-
chiatrists and psychologists to provide con-
sultative support to pediatric primary care
sites;

“(C) conduct an assessment of critical be-
havioral consultation needs among pediatric
providers and such providers’ preferred
mechanisms for receiving consultation and
training and technical assistance;

‘(D) develop an online database and com-
munication mechanisms, including tele-
health, to facilitate consultation support to
pediatric practices;

‘“(BE) provide rapid statewide clinical tele-
phone or telehealth consultations when re-
quested between the pediatric mental health
teams and pediatric primary care providers;

‘“(F) conduct training and provide tech-
nical assistance to pediatric primary care
providers to support the early identification,
diagnosis, treatment, and referral of children
with behavioral health conditions or co-oc-
curring intellectual and other developmental
disabilities;

‘(&) provide information to pediatric pro-
viders about, and assist pediatric providers
in accessing, child psychiatry and psy-
chology consultations and in scheduling and
conducting technical assistance;

‘““(H) assist with referrals to specialty care
and community or behavioral health re-
sources; and

‘“(I) establish mechanisms for measuring
and monitoring increased access to child and
adolescent psychiatric and psychology serv-
ices by pediatric primary care providers and
expanded capacity of pediatric primary care
providers to identify, treat, and refer chil-
dren with mental health problems.

‘(2) PEDIATRIC MENTAL HEALTH TEAMS.—In
this subsection, the term ‘pediatric mental
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health team’ means a team of case coordina-

tors, child and adolescent psychiatrists, and

licensed clinical mental health professionals,
such as a psychologist, social worker, or
mental health counselor.

‘“(c) APPLICATION.—A State, political sub-
division of a State, Indian tribe, or tribal or-
ganization seeking a grant under this section
shall submit an application to the Secretary
at such time, in such manner, and con-
taining such information as the Secretary
may require, including a plan for the rig-
orous evaluation of activities that are car-
ried out with funds received under such
grant.

‘‘(d) EVALUATION.—A State, political sub-
division of a State, Indian tribe, or tribal or-
ganization that receives a grant under this
section shall prepare and submit an evalua-
tion of activities carried out with funds re-
ceived under such grant to the Secretary at
such time, in such manner, and containing
such information as the Secretary may rea-
sonably require, including a process and out-
come evaluation.

‘““(e) MATCHING REQUIREMENT.—The Sec-
retary may not award a grant under this sec-
tion unless the State, political subdivision of
a State, Indian tribe, or tribal organization
involved agrees, with respect to the costs to
be incurred by the State, political subdivi-
sion of a State, Indian tribe, or tribal organi-
zation in carrying out the purpose described
in this section, to make available non-Fed-
eral contributions (in cash or in kind) to-
ward such costs in an amount that is not less
than 20 percent of Federal funds provided in
the grant.

“(f) AUTHORIZATION OF APPROPRIATIONS.—
To carry this section, there are authorized to
be appropriated $9,000,000 for the period of
fiscal years 2018 through 2020.”.

SEC. 622. INFANT AND EARLY CHILDHOOD MEN-
TAL HEALTH PROMOTION, INTER-
VENTION, AND TREATMENT.

Part Q of title III of the Public Health
Service Act (42 U.S.C. 290h et seq.) is amend-
ed by adding at the end the following:

“SEC. 399Z-2. INFANT AND EARLY CHILDHOOD
MENTAL HEALTH PROMOTION,
INTERVENTION, AND TREATMENT.

‘“(a) GRANTS.—The Secretary shall—

‘(1) award grants to eligible entities, in-
cluding human services agencies, to develop,
maintain, or enhance infant and early child-
hood mental health promotion, intervention,
and treatment programs, including—

‘“(A) programs for infants and children at
significant risk of developing, showing early
signs of, or having been diagnosed with men-
tal illness including serious emotional dis-
turbance; and

“(B) multigenerational therapy and other
services that support the caregiving rela-
tionship; and

‘“(2) ensure that programs funded through
grants under this section are evidence-in-
formed or evidence-based models, practices,
and methods that are, as appropriate, cul-
turally and linguistically appropriate, and
can be replicated in other appropriate set-
tings.

“(b) ELIGIBLE CHILDREN AND ENTITIES.—In
this section:

‘(1) ELIGIBLE CHILD.—The term ‘eligible
child’” means a child from birth to not more
than b years of age who—

‘“(A) is at risk for, shows early signs of, or
has been diagnosed with a mental illness, in-
cluding serious emotional disturbance; and

‘(B) may benefit from infant and early
childhood intervention or treatment pro-
grams or specialized preschool or elementary
school programs that are evidence-based or
that have been scientifically demonstrated
to show promise but would benefit from fur-
ther applied development.

‘(2) ELIGIBLE ENTITY.—The term ‘eligible
entity’ means a nonprofit institution that—
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““(A) is accredited or approved by a State
mental health or education agency, as appli-
cable, to provide for children from infancy to
5 years of age mental health promotion,
intervention, or treatment services that are
evidence-based or that have been scientif-
ically demonstrated to show promise but
would benefit from further applied develop-
ment; and

‘(B) provides programs described in sub-
section (a) that are evidence-based or that
have been scientifically demonstrated to
show promise but would benefit from further
applied development.

‘‘(c) APPLICATION.—An eligible entity seek-
ing a grant under subsection (a) shall submit
to the Secretary an application at such time,
in such manner, and containing such infor-
mation as the Secretary may require.

‘(d) USE OF FUNDS FOR EARLY INTERVEN-
TION AND TREATMENT PROGRAMS.—An eligible
entity may use amounts awarded under a
grant under subsection (a)(1) to carry out the
following:

‘(1) Provide age-appropriate mental health
promotion and early intervention services or
mental illness treatment services, which
may include specialized programs, for eligi-
ble children at significant risk of developing,
showing early signs of, or having been diag-
nosed with a mental illness, including seri-
ous emotional disturbance. Such services
may include social and behavioral services
as well as multigenerational therapy and
other services ?that support the caregiving
relationship.

‘“(2) Provide training for health care pro-
fessionals with expertise in infant and early
childhood mental health care with respect to
appropriate and relevant integration with
other disciplines such as primary care clini-
cians, early intervention specialists, child
welfare staff, home visitors, early care and
education providers, and others who work
with young children and families.

‘(3) Provide mental health consultation to
personnel of early care and education pro-
grams (including licensed or regulated cen-
ter-based and home-based child care, home
visiting, preschool special education, and
early intervention programs) who work with
children and families.

‘“(4) Provide training for mental health cli-
nicians in infant and early childhood in
promising and evidence-based practices and
models for infant and early childhood mental
health treatment and early intervention, in-
cluding with regard to practices for identi-
fying and treating mental illness and behav-
ioral disorders of infants and children result-
ing from exposure or repeated exposure to
adverse childhood experiences or childhood
trauma.

‘() Provide age-appropriate assessment,
diagnostic, and intervention services for eli-
gible children, including early mental health
promotion, intervention, and treatment
services.

‘‘(e) MATCHING FUNDS.—The Secretary may
not award a grant under this section to an
eligible entity unless the eligible entity
agrees, with respect to the costs to be in-
curred by the eligible entity in carrying out
the activities described in subsection (d), to
make available non-Federal contributions
(in cash or in kind) toward such costs in an
amount that is not less than 10 percent of
the total amount of Federal funds provided
in the grant.

“(f) AUTHORIZATION OF APPROPRIATIONS.—
To carry this section, there are authorized to
be appropriated $20,000,000 for the period of
fiscal years 2018 through 2022.”".

SEC. 623. NATIONAL CHILD TRAUMATIC STRESS
INITIATIVE.

Section 582 of the Public Health Service
Act (42 U.S.C. 290hh-1; relating to grants to
address the problems of persons who experi-
ence violence related stress) is amended—
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(1) in subsection (a), by striking ‘‘devel-
oping programs’ and all that follows and in-
serting the following: ‘‘developing and main-
taining programs that provide for—

‘(1) the continued operation of the Na-
tional Child Traumatic Stress Initiative (re-
ferred to in this section as the ‘NCTSI),
which includes a coordinating center that fo-
cuses on the mental, behavioral, and biologi-
cal aspects of psychological trauma re-
sponse; and

‘“(2) the development of knowledge with re-
gard to evidence-based practices for identi-
fying and treating mental illness, behavioral
disorders, and physical health conditions of
children and youth resulting from witnessing
or experiencing a traumatic event.”’;

(2) in subsection (b)—

(A) by striking ‘‘subsection (a) related”
and inserting ‘‘subsection (a)(2) (related’’;

(B) by striking ‘‘treating disorders associ-
ated with psychological trauma’ and insert-
ing ‘‘treating mental illness and behavioral
and biological disorders associated with psy-
chological trauma)’’; and

(C) by striking ‘‘mental health agencies
and programs that have established clinical
and basic research” and inserting ‘‘univer-
sities, hospitals, mental health agencies, and
other programs that have established clin-
ical expertise and research’’;

(3) by redesignating subsections (c)
through (g) as subsections (g) through (k),
respectively;

(4) by inserting after subsection (b), the
following:

“(¢) CHILD OUTCOME DATA.—The NCTSI co-
ordinating center shall collect, analyze, re-
port, and make publicly available NCTSI-
wide child treatment process and outcome
data regarding the early identification and
delivery of evidence-based treatment and
services for children and families served by
the NCTSI grantees.

“(d) TRAINING.—The NCTSI coordinating
center shall facilitate the coordination of
training initiatives in evidence-based and
trauma-informed treatments, interventions,
and practices offered to NCTSI grantees, pro-
viders, and partners.

‘“(e) DISSEMINATION.—The NCTSI coordi-
nating center shall, as appropriate, collabo-
rate with the Secretary in the dissemination
of evidence-based and trauma-informed
interventions, treatments, products, and
other resources to appropriate stakeholders.

“(f) REVIEW.—The Secretary shall, con-
sistent with the peer-review process, ensure
that NCTSI applications are reviewed by ap-
propriate experts in the field as part of a
consensus review process. The Secretary
shall include review criteria related to ex-
pertise and experience in child trauma and
evidence-based practices.”;

(5) in subsection (g) (as so redesignated), by
striking ‘“‘with respect to centers of excel-
lence are distributed equitably among the
regions of the country” and inserting ‘‘are
distributed equitably among the regions of
the United States’’;

(6) in subsection (i) (as so redesignated), by
striking ‘‘recipient may not exceed 5 years’
and inserting ‘‘recipient shall not be less
than 4 years, but shall not exceed 5 years’’;
and

(7) in subsection (j) (as so redesignated), by
striking $50,000,000” and all that follows
through ‘2006’ and inserting ‘‘$46,887,000 for
each of fiscal years 2017 through 2021"°.

TITLE VII—GRANT PROGRAMS AND
PROGRAM REAUTHORIZATION
Subtitle A—Garrett Lee Smith Memorial Act

Reauthorization
YOUTH INTERAGENCY RESEARCH,
TRAINING, AND TECHNICAL ASSIST-
ANCE CENTERS.

Section 520C of the Public Health Service
Act (42 U.S.C. 290bb-34) is amended—

SEC. 701.
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(1) by striking the section heading and in-
serting ‘‘SUICIDE PREVENTION TECHNICAL AS-
SISTANCE CENTER.’’;

(2) in subsection (a), by striking ‘“‘and in
consultation with”” and all that follows
through the period at the end of paragraph
(2) and inserting ‘‘shall establish a research,
training, and technical assistance resource
center to provide appropriate information,
training, and technical assistance to States,
political subdivisions of States, federally
recognized Indian tribes, tribal organiza-
tions, institutions of higher education, pub-
lic organizations, or private nonprofit orga-
nizations regarding the prevention of suicide
among all ages, particularly among groups
that are at high risk for suicide.”’;

(3) by striking subsections (b) and (c¢);

(4) by redesignating subsection (d) as sub-
section (b);

(5) in subsection (b), as so redesignated—

(A) by striking the subsection heading and
inserting ‘‘RESPONSIBILITIES OF THE CEN-
TER.—’;

(B) in the matter preceding paragraph (1),
by striking ‘“The additional research’” and
all that follows through ‘‘nonprofit organiza-
tions for” and inserting ‘‘The center estab-
lished under subsection (a) shall conduct ac-
tivities for the purpose of’’;

(C) by striking ‘‘youth suicide’ each place
such term appears and inserting ‘‘suicide’’;

(D) in paragraph (1)—

(i) by striking ‘‘the development or con-
tinuation of”’ and inserting ‘‘developing and
continuing’’; and

(ii) by inserting ‘‘for all ages, particularly
among groups that are at high risk for sui-
cide” before the semicolon at the end;

(E) in paragraph (2), by inserting ‘‘for all
ages, particularly among groups that are at
high risk for suicide’ before the semicolon
at the end;

(F) in paragraph (3), by inserting ‘‘and trib-
al” after ‘‘statewide’’;

(G) in paragraph (5), by inserting ‘‘and pre-
vention” after ‘‘intervention’’;

(H) in paragraph (8), by striking
youth’’;

(I) in paragraph (9), by striking ‘‘and be-
havioral health” and inserting ‘‘health and
substance use disorder”’; and

(J) in paragraph (10), by inserting ‘‘con-
ducting’’ before ‘‘other’; and

(6) by striking subsection (e) and inserting
the following:

“(c) AUTHORIZATION OF APPROPRIATIONS.—
For the purpose of carrying out this section,
there are authorized to be appropriated
$5,988,000 for each of fiscal years 2017 through
2021.

‘“(d) REPORT.—Not later than 2 years after
the date of enactment of the Helping Fami-
lies in Mental Health Crisis Act of 2016, the
Secretary shall submit to Congress a report
on the activities carried out by the center
established under subsection (a) during the
year involved, including the potential effects
of such activities, and the States, organiza-
tions, and institutions that have worked
with the center.”.

SEC. 702. YOUTH SUICIDE EARLY INTERVENTION
AND PREVENTION STRATEGIES.

Section 520E of the Public Health Service
Act (42 U.S.C. 290bb-36) is amended—

(1) in paragraph (1) of subsection (a) and in
subsection (c), by striking ‘‘substance abuse”’
each place such term appears and inserting
“‘substance use disorder’’;

(2) in subsection (b)(2)—

(A) by striking ‘‘each State is awarded
only 1 grant or cooperative agreement under
this section” and inserting ‘‘a State does not
receive more than 1 grant or cooperative
agreement under this section at any 1 time”’;
and

(B) by striking ‘‘been awarded’ and insert-
ing ‘‘received”’; and
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(3) by striking subsection (m) and inserting
the following:

“(m) AUTHORIZATION OF APPROPRIATIONS.—
For the purpose of carrying out this section,
there are authorized to be appropriated
$35,427,000 for each of fiscal years 2017
through 2021.”.

SEC. 703. MENTAL HEALTH AND SUBSTANCE USE
DISORDER SERVICES ON CAMPUS.

Section 520E-2 of the Public Health Service
Act (42 U.S.C. 290bb-36b) is amended—

(1) in the section heading, by striking ‘‘AND
BEHAVIORAL HEALTH’’ and inserting ‘‘HEALTH
AND SUBSTANCE USE DISORDER’’;

(2) in subsection (a)—

(A) by striking ‘‘Services,” and inserting
“Services and’’;

(B) by striking
problems’ and inserting
stance use disorders’’; and

(C) by striking ‘‘substance abuse’ and in-
serting ‘‘substance use disorders’’;

(3) in subsection (b)—

(A) in the matter preceding paragraph (1),
by striking ‘‘for—’’ and inserting ‘‘for one or
more of the following:’’; and

(B) by striking paragraphs (1) through (6)
and inserting the following:

‘(1) Educating students, families, faculty,
and staff to increase awareness of mental
health and substance use disorders.

‘“(2) The operation of hotlines.

“(3) Preparing informational material.

‘“(4) Providing outreach services to notify
students about available mental health and
substance use disorder services.

‘(6) Administering voluntary mental
health and substance use disorder screenings
and assessments.

‘(6) Supporting the training of students,
faculty, and staff to respond effectively to
students with mental health and substance
use disorders.

“(7T) Creating a network infrastructure to
link colleges and universities with health
care providers who treat mental health and
substance use disorders.”’;

(4) in subsection (c¢)(5), by striking ‘‘sub-
stance abuse’ and inserting ‘‘substance use
disorder’’;

(5) in subsection (d)—

(A) in the matter preceding paragraph (1),
by striking ‘““An institution of higher edu-
cation desiring a grant under this section”
and inserting ‘‘To be eligible to receive a
grant under this section, an institution of
higher education’’;

(B) in paragraph (1)—

(i) by striking ‘‘and behavioral health’’ and

“‘and behavioral health
“health or sub-

inserting ‘health and substance use dis-
order’’; and
(ii) by inserting ¢, including veterans

whenever possible and appropriate,” after
“students’; and

(C) in paragraph (2), by inserting ¢, which
may include, as appropriate and in accord-
ance with subsection (b)(7), a plan to seek
input from relevant stakeholders in the com-
munity, including appropriate public and
private entities, in order to carry out the
program under the grant’’ before the period
at the end;

(6) in subsection (e)(1), by striking ‘“‘and be-
havioral health problems’” and inserting
“health and substance use disorders’;

(7) in subsection (f)(2)—

(A) by striking ‘‘and behavioral health”
and inserting ‘‘health and substance use dis-
order’’; and

(B) by striking ‘‘suicide and substance
abuse’ and inserting ‘‘suicide and substance
use disorders’’; and

(8) in subsection (h), by striking ‘‘$5,000,000
for fiscal year 2005 and all that follows
through the period at the end and inserting
¢‘$6,488,000 for each of fiscal years 2017
through 2021.”.
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Subtitle B—Other Provisions

SEC. 711. NATIONAL SUICIDE PREVENTION LIFE-
LINE PROGRAM.

Subpart 3 of part B of title V of the Public
Health Service Act (42 U.S.C. 290bb-31 et
seq.) is amended by inserting after section
520E-2 (42 U.S.C. 290bb-36b) the following:
“SEC. 520E-3. NATIONAL SUICIDE PREVENTION

LIFELINE PROGRAM.

‘“‘(a) IN GENERAL.—The Secretary, acting
through the Assistant Secretary, shall main-
tain the National Suicide Prevention Life-
line Program (referred to in this section as
the ‘Program’), authorized under section
520A and in effect prior to the date of enact-
ment of the Helping Families in Mental
Health Crisis Act of 2016.

““(b) ACTIVITIES.—In maintaining the Pro-
gram, the activities of the Secretary shall
include—

‘(1) coordinating a network of crisis cen-
ters across the United States for providing
suicide prevention and crisis intervention
services to individuals seeking help at any
time, day or night;

‘(2) maintaining a suicide prevention hot-
line to link callers to local emergency, men-
tal health, and social services resources; and

‘“(3) consulting with the Secretary of Vet-
erans Affairs to ensure that veterans calling
the suicide prevention hotline have access to
a specialized veterans’ suicide prevention
hotline.

‘“(c) AUTHORIZATION OF APPROPRIATIONS.—
To carry out this section, there are author-
ized to be appropriated $7,198,000 for each of
fiscal years 2017 through 2021.”".

SEC. 712. WORKFORCE DEVELOPMENT STUDIES
AND REPORTS.

(a) IN GENERAL.—Not later than 2 years
after the date of enactment of this Act, the
Assistant Secretary for Mental Health and
Substance Use, in consultation with the Ad-
ministrator of the Health Resources and
Services Administration, shall conduct a
study, and publicly post on the appropriate
Internet website of the Department of
Health and Human Services a report, on the
mental health and substance use disorder
workforce in order to inform Federal, State,
and local efforts related to workforce en-
hancement.

(b) CONTENTS.—The report under this sec-
tion shall contain—

(1) national and State-level projections of
the supply and demand of mental health and
substance use disorder health workers, in-
cluding the number of individuals practicing
in fields deemed relevant by the Secretary;

(2) an assessment of the mental health and
substance use disorder workforce capacity,
strengths, and weaknesses as of the date of
the report, including the capacity of primary
care to prevent, screen, treat, or refer for
mental health and substance use disorders;

(3) information on trends within the men-
tal health and substance use disorder pro-
vider workforce, including the number of in-
dividuals entering the mental health work-
force over the next five years;

(4) information on the gaps in workforce
development for mental health providers and
professionals, including those who serve pe-
diatric, adult, and geriatric patients; and

(5) any additional information determined
by the Assistant Secretary for Mental
Health and Substance Use, in consultation
with the Administrator of the Health Re-
sources and Services Administration, to be
relevant to the mental health and substance
use disorder provider workforce.

SEC. 713. MINORITY FELLOWSHIP PROGRAM.

Title V of the Public Health Service Act

(42 U.S.C. 290aa et seq.) is amended by adding
at the end the following:
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“PART K—MINORITY FELLOWSHIP
PROGRAM
“SEC. 597. FELLOWSHIPS.

“(a) IN GENERAL.—The Secretary shall
maintain a program, to be known as the Mi-
nority Fellowship Program, under which the
Secretary awards fellowships, which may in-
clude stipends, for the purposes of—

‘(1) increasing behavioral health practi-
tioners’ knowledge of issues related to pre-
vention, treatment, and recovery support for
mental illness and substance use disorders
among racial and ethnic minority popu-
lations;

“(2) improving the quality of mental ill-
ness and substance use disorder prevention
and treatment delivered to racial and ethnic
minorities; and

‘“(8) increasing the number of culturally
competent behavioral health professionals
and school personnel who teach, administer,
conduct services research, and provide direct
mental health or substance use services to
racial and ethnic minority populations.

“(b) TRAINING COVERED.—The fellowships
under subsection (a) shall be for
postbaccalaureate training (including for
master’s and doctoral degrees) for mental
health professionals, including in the fields
of psychiatry, nursing, social work, psy-
chology, marriage and family therapy, men-
tal health counseling, and substance use and
addiction counseling.

“(c) AUTHORIZATION OF APPROPRIATIONS.—
To carry out this section, there are author-
ized to be appropriated $12,669,000 for each of
fiscal years 2017, 2018, and 2019 and $13,669,000
for each of fiscal years 2020 and 2021.”.

SEC. 714. CENTER AND PROGRAM REPEALS.

Part B of title V of the Public Health Serv-
ice Act (42 U.S.C. 290bb et seq.) is amended
by striking the second section 514 (42 U.S.C.
290bb-9), relating to methamphetamine and
amphetamine treatment initiatives, and sec-
tions 514A, 517, 519A, 519C, 519E, 520D, and
520H (42 U.S.C. 290bb-8, 290bb-23, 290bb-25a,
290bb-25c, 290bb—25e, 290bb-35, and 290bb-39).
SEC. 715. NATIONAL VIOLENT DEATH REPORTING

SYSTEM.

The Secretary of Health and Human Serv-
ices, acting through the Director of the Cen-
ters for Disease Control and Prevention, is
encouraged to improve, particularly through
the inclusion of additional States, the Na-
tional Violent Death Reporting System as
authorized by title IIT of the Public Health
Service Act (42 U.S.C. 241 et seq.). Participa-
tion in the system by the States shall be vol-
untary.

SEC. 716. SENSE OF CONGRESS ON PRIORITIZING
NATIVE AMERICAN YOUTH AND SUI-
CIDE PREVENTION PROGRAMS.

(a) FINDINGS.—The Congress finds as fol-
lows:

(1) Suicide is the eighth leading cause of
death among American Indians and Alaska
Natives across all ages.

(2) Among American Indians and Alaska
Natives who are 10 to 34 years of age, suicide
is the second leading cause of death.

(3) The suicide rate among American In-
dian and Alaska Native adolescents and
young adults ages 15 to 34 (19.5 per 100,000) is
1.5 times higher than the national average
for that age group (12.9 per 100,000).

(b) SENSE OF CONGRESS.—It is the sense of
Congress that the Secretary of Health and
Human Services, in carrying out programs
for Native American youth and suicide pre-
vention programs for youth suicide interven-
tion, should prioritize programs and activi-
ties for individuals who have a high risk or
disproportional burden of suicide, such as
Native Americans.

SEC. 717. PEER PROFESSIONAL WORKFORCE DE-
VELOPMENT GRANT PROGRAM.

(a) IN GENERAL.—For the purposes de-

scribed in subsection (b), the Secretary of

July 6, 2016

Health and Human Services shall award
grants to develop and sustain behavioral
health paraprofessional training and edu-
cation programs, including through tuition
support.

(b) PURPOSES.—The purposes of grants
under this section are—

(1) to increase the number of behavioral
health paraprofessionals, including trained
peers, recovery coaches, mental health and
addiction specialists, prevention specialists,
and pre-masters-level addiction counselors;
and

(2) to help communities develop the infra-
structure to train and certify peers as behav-
ioral health paraprofessionals.

(c) ELIGIBLE ENTITIES.—To be eligible to
receive a grant under this section, an entity
shall be a community college or other entity
the Secretary deems appropriate.

(d) GEOGRAPHIC DISTRIBUTION.—In awarding
grants under this section, the Secretary
shall seek to achieve an appropriate national
balance in the geographic distribution of
such awards.

(e) SPECIAL CONSIDERATION.—In awarding
grants under this section, the Secretary may
give special consideration to proposed and
existing programs targeting peer profes-
sionals serving youth ages 16 to 25.

(f) AUTHORIZATION OF APPROPRIATIONS.—To
carry out this section, there is authorized to
be appropriated $10,000,000 for the period of
fiscal years 2018 through 2022.

SEC. 718. NATIONAL HEALTH SERVICE CORPS.

(a) DEFINITIONS.—

(1) PRIMARY HEALTH SERVICES.—Section
331(a)(3)(D) of the Public Health Service Act
(42 U.S.C. 254d(a)(3)) is amended by inserting
“(including pediatric mental health sub-
specialty services)’’ after ‘‘pediatrics’.

(2) BEHAVIORAL AND MENTAL HEALTH PRO-
FESSIONALS.—Clause (i) of section 331(a)(3)(E)
of the Public Health Service Act (42 U.S.C.
254d(a)(3)(E)) is amended by inserting ‘‘(and
pediatric subspecialists thereof)”’ before the
period at the end.

(b) ELIGIBILITY TO PARTICIPATE IN LOAN
REPAYMENT PROGRAM.—Section 338B(b)(1)(B)
of the Public Health Service Act (42 U.S.C.
2541-1(b)(1)(B)) is amended by inserting ‘¢, in-
cluding any physician child and adolescent
psychiatry residency or fellowship training
program’’ after ‘‘be enrolled in an approved
graduate training program in medicine, os-
teopathic medicine, dentistry, behavioral
and mental health, or other health profes-
sion”.

SEC. 719. ADULT SUICIDE PREVENTION.

(a) GRANTS.—

(1) AUTHORITY.—The Assistant Secretary
for Mental Health and Substance Use (re-
ferred to in this section as the ‘‘Assistant
Secretary’’) may award grants to eligible en-
tities in order to implement suicide preven-
tion efforts amongst adults 25 and older.

(2) PURPOSE.—The grant program under
this section shall be designed to raise suicide
awareness, establish referral processes, and
improve clinical care practice standards for
treating suicide ideation, plans, and at-
tempts among adults.

(3) RECIPIENTS.—To be eligible to receive a
grant under this section, an entity shall be a
community-based primary care or behavioral
health care setting, an emergency depart-
ment, a State mental health agency, an In-
dian tribe, a tribal organization, or any
other entity the Assistant Secretary deems
appropriate.

(4) NATURE OF ACTIVITIES.—The grants
awarded under paragraph (1) shall be used to
implement programs that—

(A) screen for suicide risk in adults and
provide intervention and referral to treat-
ment;

(B) implement evidence-based practices to
treat individuals who are at suicide risk, in-
cluding appropriate followup services; and
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(C) raise awareness, reduce stigma, and fos-
ter open dialogue about suicide prevention.

(b) ADDITIONAL ACTIVITIES.—The Assistant
Secretary shall—

(1) evaluate the activities supported by
grants awarded under subsection (a) in order
to further the Nation’s understanding of ef-
fective interventions to prevent suicide in
adults;

(2) disseminate the findings from the eval-
uation as the Assistant Secretary considers
appropriate; and

(3) provide appropriate information, train-
ing, and technical assistance to eligible enti-
ties that receive a grant under this section,
in order to help such entities to meet the re-
quirements of this section, including assist-
ance with—

(A) selection and implementation of evi-
dence-based interventions and frameworks
to prevent suicide, such as the Zero Suicide
framework; and

(B) other activities as the Assistant Sec-
retary determines appropriate.

(c) DURATION.—A grant under this section
shall be for a period of not more than 5
years.

(d) AUTHORIZATION OF APPROPRIATIONS.—

(1) IN GENERAL.—There is authorized to be
appropriated to carry out this section
$30,000,000 for the period of fiscal years 2018
through 2022.

(2) USE OF CERTAIN FUNDS.—Of the funds ap-
propriated to carry out this section in any
fiscal year, the lesser of 5 percent of such
funds or $500,000 shall be available to the As-
sistant Secretary for purposes of carrying
out subsection (b).

SEC. 720. CRISIS INTERVENTION GRANTS FOR PO-
LICE OFFICERS AND FIRST RE-
SPONDERS.

(a) IN GENERAL.—The Assistant Secretary
for Mental Health and Substance Use may
award grants to entities such as law enforce-
ment agencies and first responders—

(1) to provide specialized training to law
enforcement officers, corrections officers,
paramedics, emergency medical services
workers, and other first responders (includ-
ing village public safety officers (as defined
in section 247 of the Indian Arts and Crafts
Amendments Act of 2010 (42 U.S.C. 3796dd
note)))—

(A) to recognize individuals who have men-
tal illness and how to properly intervene
with individuals with mental illness; and

(B) to establish programs that enhance the
ability of law enforcement agencies to ad-
dress the mental health, behavioral, and sub-
stance use problems of individuals encoun-
tered in the line of duty; and

(2) to establish collaborative law enforce-
ment and mental health programs, including
behavioral health response teams and mental
health crisis intervention teams comprised
of mental health professionals, law enforce-
ment officers, and other first responders, as
appropriate, to provide on-site, face-to-face,
mental and behavioral health care services
during a mental health crisis, and to connect
the individual in crisis to appropriate com-
munity-based treatment services in lieu of
unnecessary hospitalization or further in-
volvement with the criminal justice system.

(b) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this section $9,000,000 for the period
of fiscal years 2018 through 2020.

SEC. 721. DEMONSTRATION GRANT PROGRAM TO
TRAIN HEALTH SERVICE PSYCHOLO-
GISTS IN COMMUNITY-BASED MEN-
TAL HEALTH.

(a) ESTABLISHMENT.—The Secretary of
Health and Human Services shall establish a
grant program under which the Assistant
Secretary of Mental Health and Substance
Use Disorders may award grants to eligible
institutions to support the recruitment, edu-
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cation, and clinical training experiences of
health services psychology students, interns,
and postdoctoral residents for education and
clinical experience in community mental
health settings.

(b) ELIGIBLE INSTITUTIONS.—For purposes
of this section, the term ‘‘eligible institu-
tions”’ includes American Psychological As-
sociation-accredited doctoral, internship,
and postdoctoral residency schools or pro-
grams in health service psychology that—

(1) are focused on the development and im-
plementation of interdisciplinary training of
psychology graduate students and
postdoctoral fellows in providing mental and
behavioral health services to address sub-
stance use disorders, serious emotional dis-
turbance, and serious illness, as well as de-
veloping faculty and implementing cur-
riculum to prepare psychologists to work
with underserved populations; and

(2) demonstrate an ability to train health
service psychologists in psychiatric hos-
pitals, forensic hospitals, community mental
health centers, community health centers,
federally qualified health centers, or adult
and juvenile correctional facilities.

(c) PRIORITIES.—In selecting grant recipi-
ents under this section, the Secretary shall
give priority to eligible institutions in which
training focuses on the needs of individuals
with serious mental illness, serious emo-
tional disturbance, justice-involved youth,
and individuals with or at high risk for sub-
stance use disorders.

(d) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated to
carry out this section $12,000,000 for the pe-
riod of fiscal years 2018 through 2022.

SEC. 722. INVESTMENT IN TOMORROW’S PEDI-
ATRIC HEALTH CARE WORKFORCE.

Section 775(e) of the Public Health Service
Act (42 U.S.C. 295f(e)) is amended to read as
follows:

‘“‘(e) AUTHORIZATION OF APPROPRIATIONS.—
To carry out this section, there is authorized
to be appropriated $12,000,000 for the period
of fiscal years 2018 through 2022."".

SEC. 723. CUTGO COMPLIANCE.

Section 319D(f) of the Public Health Serv-
ice Act (42 U.S.C. 247d-4(f)) is amended by
striking ¢‘$138,300,000 for each of fiscal years
2014 through 2018 and inserting ‘‘$138,300,000
for each of fiscal years 2014 through 2016 and
$568,000,000 for each of fiscal years 2017 and
2018.

TITLE VIII-MENTAL HEALTH PARITY
SEC. 801. ENHANCED COMPLIANCE WITH MENTAL

HEALTH AND SUBSTANCE USE DIS-
ORDER COVERAGE REQUIREMENTS.

(a) COMPLIANCE PROGRAM GUIDANCE DOCU-
MENT.—Section 2726(a) of the Public Health
Service Act (42 U.S.C. 300gg-26(a)) is amend-
ed by adding at the end the following:

¢“(6) COMPLIANCE PROGRAM GUIDANCE DOCU-
MENT.—

‘“(A) IN GENERAL.—Not later than 12
months after the date of enactment of the
Helping Families in Mental Health Crisis
Act of 2016, the Secretary, the Secretary of
Labor, and the Secretary of the Treasury, in
consultation with the Inspector General of
the Department of Health and Human Serv-
ices, shall issue a compliance program guid-
ance document to help improve compliance
with this section, section 712 of the Em-
ployee Retirement Income Security Act of
1974, and section 9812 of the Internal Revenue
Code of 1986, as applicable.

“(B) EXAMPLES ILLUSTRATING COMPLIANCE
AND NONCOMPLIANCE.—

‘(i) IN GENERAL.—The compliance program
guidance document required under this para-
graph shall provide illustrative, de-identified
examples (that do not disclose any protected
health information or individually identifi-
able information) of previous findings of
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compliance and noncompliance with this sec-
tion, section 712 of the Employee Retirement
Income Security Act of 1974, or section 9812
of the Internal Revenue Code of 1986, as ap-
plicable, based on investigations of viola-
tions of such sections, including—

“(I) examples illustrating requirements for
information disclosures and nonquantitative
treatment limitations; and

“(IT) descriptions of the violations uncov-
ered during the course of such investiga-
tions.

¢‘(ii) NONQUANTITATIVE TREATMENT LIMITA-
TIONS.—To the extent that any example de-
scribed in clause (i) involves a finding of
compliance or noncompliance with regard to
any requirement for nonquantitative treat-
ment limitations, the example shall provide
sufficient detail to fully explain such find-
ing, including a full description of the cri-
teria involved for medical and surgical bene-
fits and the criteria involved for mental
health and substance use disorder benefits.

‘‘(iii) ACCESS TO ADDITIONAL INFORMATION
REGARDING COMPLIANCE.—In developing and
issuing the compliance program guidance
document required under this paragraph, the
Secretaries specified in subparagraph (A)—

‘“(I) shall enter into interagency agree-
ments with the Inspector General of the De-
partment of Health and Human Services, the
Inspector General of the Department of
Labor, and the Inspector General of the De-
partment of the Treasury to share findings
of compliance and noncompliance with this
section, section 712 of the Employee Retire-
ment Income Security Act of 1974, or section
9812 of the Internal Revenue Code of 1986, as
applicable; and

‘‘(IT) shall seek to enter into an agreement
with a State to share information on find-
ings of compliance and noncompliance with
this section, section 712 of the Employee Re-
tirement Income Security Act of 1974, or sec-
tion 9812 of the Internal Revenue Code of
1986, as applicable.

‘“(C) RECOMMENDATIONS.—The compliance
program guidance document shall include
recommendations to comply with this sec-
tion, section 712 of the Employee Retirement
Income Security Act of 1974, or section 9812
of the Internal Revenue Code of 1986, as ap-
plicable, and encourage the development and
use of internal controls to monitor adher-
ence to applicable statutes, regulations, and
program requirements. Such internal con-
trols may include a compliance checklist
with illustrative examples of nonquantita-
tive treatment limitations on mental health
and substance use disorder benefits, which
may fail to comply with this section, section
712 of the Employee Retirement Income Se-
curity Act of 1974, or section 9812 of the In-
ternal Revenue Code of 1986, as applicable, in
relation to nonquantitative treatment limi-
tations on medical and surgical benefits.

‘(D) UPDATING THE COMPLIANCE PROGRAM
GUIDANCE DOCUMENT.—The compliance pro-
gram guidance document shall be updated
every 2 years to include illustrative, de-iden-
tified examples (that do not disclose any pro-
tected health information or individually
identifiable information) of previous findings
of compliance and noncompliance with this
section, section 712 of the Employee Retire-
ment Income Security Act of 1974, or section
9812 of the Internal Revenue Code of 1986, as
applicable.”.

(b) ADDITIONAL GUIDANCE.—Section 2726(a)
of the Public Health Service Act (42 U.S.C.
300gg—26(a)), as amended by subsection (a), is
further amended by adding at the end the
following:

““(T) ADDITIONAL GUIDANCE.—

‘““(A) IN GENERAL.—Not later than 1 year
after the date of enactment of the Helping
Families in Mental Health Crisis Act of 2016,
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the Secretary, in coordination with the Sec-
retary of Labor and the Secretary of the
Treasury, shall issue guidance to group
health plans and health insurance issuers of-
fering group or individual health insurance
coverage to assist such plans and issuers in
satisfying the requirements of this section,
section 712 of the Employee Retirement In-
come Security Act of 1974, or section 9812 of
the Internal Revenue Code of 1986, as appli-
cable,.

‘(B) DISCLOSURE.—

‘(i) GUIDANCE FOR PLANS AND ISSUERS.—
The guidance issued under this paragraph
shall include clarifying information and il-
lustrative examples of methods that group
health plans and health insurance issuers of-
fering group or individual health insurance
coverage may use for disclosing information
to ensure compliance with the requirements
under this section, section 712 of the Em-
ployee Retirement Income Security Act of
1974, or section 9812 of the Internal Revenue
Code of 1986, as applicable, (and any regula-
tions promulgated pursuant to such sections,
as applicable).

¢(ii) DOCUMENTS FOR PARTICIPANTS, BENE-
FICIARIES, CONTRACTING PROVIDERS, OR AU-
THORIZED REPRESENTATIVES.—The guidance
issued under this paragraph shall include
clarifying information and illustrative ex-
amples of methods that group health plans
and health insurance issuers offering group
or individual health insurance coverage may
use to provide any participant, beneficiary,
contracting provider, or authorized rep-
resentative, as applicable, with documents
containing information that the health plans
or issuers are required to disclose to partici-
pants, beneficiaries, contracting providers,
or authorized representatives to ensure com-
pliance with this section, section 712 of the
Employee Retirement Income Security Act
of 1974, or section 9812 of the Internal Rev-
enue Code of 1986, as applicable; any regula-
tion issued pursuant to such respective sec-
tion, or any other applicable law or regula-
tion, including information that is compara-
tive in nature with respect to—

“(I) nonquantitative treatment limitations
for both medical and surgical benefits and
mental health and substance use disorder
benefits;

‘(IT) the processes, strategies, evidentiary
standards, and other factors used to apply
the limitations described in subclause (I);
and

‘(III) the application of the limitations de-
scribed in subclause (I) to ensure that such
limitations are applied in parity with re-
spect to both medical and surgical benefits
and mental health and substance use dis-
order benefits.

¢(C) NONQUANTITATIVE TREATMENT LIMITA-
TIONS.—The guidance issued under this para-
graph shall include clarifying information
and illustrative examples of methods, proc-
esses, strategies, evidentiary standards, and
other factors that group health plans and
health insurance issuers offering group or in-
dividual health insurance coverage may use
regarding the development and application
of nonquantitative treatment limitations to
ensure compliance with this section, section
712 of the Employee Retirement Income Se-
curity Act of 1974, or section 9812 of the In-
ternal Revenue Code of 1986, as applicable,
(and any regulations promulgated pursuant
to such respective section), including—

‘(i) examples of methods of determining
appropriate types of nonquantitative treat-
ment limitations with respect to both med-
ical and surgical benefits and mental health
and substance use disorder benefits, includ-
ing nonquantitative treatment limitations
pertaining to—

“(I) medical management standards based
on medical necessity or appropriateness, or
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whether a treatment is experimental or in-
vestigative;

“(II) limitations with respect to prescrip-
tion drug formulary design; and

‘“(III) use of fail-first or step therapy proto-
cols;

‘(i) examples of methods of determining—

‘“(I) network admission standards (such as
credentialing); and

‘“(IT) factors used in provider reimburse-
ment methodologies (such as service type,
geographic market, demand for services, and
provider supply, practice size, training, expe-
rience, and licensure) as such factors apply
to network adequacy;

‘‘(iii) examples of sources of information
that may serve as evidentiary standards for
the purposes of making determinations re-
garding the development and application of
nonquantitative treatment limitations;

‘“(iv) examples of specific factors, and the
evidentiary standards used to evaluate such
factors, used by such plans or issuers in per-
forming a nonquantitative treatment limita-
tion analysis;

‘“(v) examples of how specific evidentiary
standards may be used to determine whether
treatments are considered experimental or
investigative;

“(vi) examples of how specific evidentiary
standards may be applied to each service cat-
egory or classification of benefits;

“(vii) examples of methods of reaching ap-
propriate coverage determinations for new
mental health or substance use disorder
treatments, such as evidence-based early
intervention programs for individuals with a
serious mental illness and types of medical
management techniques;

‘Y(viii) examples of methods of reaching ap-
propriate coverage determinations for which
there is an indirect relationship between the
covered mental health or substance use dis-
order benefit and a traditional covered med-
ical and surgical benefit, such as residential
treatment or hospitalizations involving vol-
untary or involuntary commitment; and

‘(ix) additional illustrative examples of
methods, processes, strategies, evidentiary
standards, and other factors for which the
Secretary determines that additional guid-
ance is necessary to improve compliance
with this section, section 712 of the Em-
ployee Retirement Income Security Act of
1974, or section 9812 of the Internal Revenue
Code of 1986, as applicable.

‘D) PUBLIC COMMENT.—Prior to issuing
any final guidance under this paragraph, the
Secretary shall provide a public comment
period of not less than 60 days during which
any member of the public may provide com-
ments on a draft of the guidance.”’.

(c) AVAILABILITY OF PLAN INFORMATION.—

(1) PHSA AMENDMENT.—Paragraph (4) of
section 2726(a) of the Public Health Service
Act (42 U.S.C. 300gg—26(a)) is amended to read
as follows:

“(4) AVAILABILITY OF PLAN INFORMATION.—
The criteria for medical necessity deter-
minations made under the plan or health in-
surance coverage with respect to mental
health or substance use disorder benefits or
medical or surgical benefits, the reason for
denial of any such benefits, and any other in-
formation appropriate to demonstrate com-
pliance under this section (including any
such medical and surgical information) shall
be made available by the plan administrator
(or the health insurance issuer offering such
coverage) in accordance with applicable reg-
ulations to the current or potential partici-
pant, beneficiary, or contracting provider in-
volved upon request. The Secretary may pro-
mulgate any such regulations, including in-
terim final regulations or temporary regula-
tions, as may be appropriate to carry out
this paragraph.”.
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(2) ERISA AMENDMENT.—Paragraph (4) of
section 712(a) of the Employee Retirement
Income Security Act of 197 (29 U.S.C.
1185a(a)) is amended to read as follows:

“(4) AVAILABILITY OF PLAN INFORMATION.—
The criteria for medical necessity deter-
minations made under the plan with respect
to mental health or substance use disorder
benefits or medical or surgical benefits (or
the health insurance coverage offered in con-
nection with the plan with respect to such
benefits), the reason for denial of any such
benefits, and any other information appro-
priate to demonstrate compliance under this
section (including any such medical and sur-
gical information) shall be made available by
the plan administrator (or the health insur-
ance issuer offering such coverage) in ac-
cordance with applicable regulations to the
current or potential participant, beneficiary,
or contracting provider involved upon re-
quest. The Secretary may promulgate any
such regulations, including interim final reg-
ulations or temporary regulations, as may be
appropriate to carry out this paragraph.”.

(3) IRC AMENDMENT.—Paragraph (4) of sec-
tion 9812(a) of the Internal Revenue Code of
1986 is amended to read as follows:

‘“(4) AVAILABILITY OF PLAN INFORMATION.—
The criteria for medical necessity deter-
minations made under the plan with respect
to mental health or substance use disorder
benefits or medical or surgical benefits, the
reason for denial of any such benefits, and
any other information appropriate to dem-
onstrate compliance under this section (in-
cluding any such medical and surgical infor-
mation) shall be made available by the plan
administrator in accordance with applicable
regulations to the current or potential par-
ticipant, beneficiary, or contracting provider
involved upon request. The Secretary may
promulgate any such regulations, including
interim final regulations or temporary regu-
lations, as may be appropriate to carry out
this paragraph.”’.

(d) IMPROVING COMPLIANCE.—

(1) IN GENERAL.—In the case that the Sec-
retary of Health and Human Services, the
Secretary of Labor, or the Secretary of the
Treasury determines that a group health
plan or health insurance issuer offering
group or individual health insurance cov-
erage has violated, at least 5 times, section
2726 of the Public Health Service Act (42
U.S.C. 300gg-26), section 712 of the Employee
Retirement Income Security Act of 1974 (29
U.S.C. 1185a), or section 9812 of the Internal
Revenue Code of 1986, respectively, the ap-
propriate Secretary shall audit plan docu-
ments for such health plan or issuer in the
plan year following the Secretary’s deter-
mination in order to help improve compli-
ance with such section.

(2) RULE OF CONSTRUCTION.—Nothing in this
subsection shall be construed to limit the
authority, as in effect on the day before the
date of enactment of this Act, of the Sec-
retary of Health and Human Services, the
Secretary of Labor, or the Secretary of the
Treasury to audit documents of health plans
or health insurance issuers.

SEC. 802. ACTION PLAN FOR ENHANCED EN-
FORCEMENT OF MENTAL HEALTH
AND SUBSTANCE USE DISORDER
COVERAGE.

(a) PUBLIC MEETING.—

(1) IN GENERAL.—Not later than 6 months
after the date of enactment of this Act, the
Secretary of Health and Human Services
shall convene a public meeting of stake-
holders described in paragraph (2) to produce
an action plan for improved Federal and
State coordination related to the enforce-
ment of section 2726 of the Public Health
Service Act (42 U.S.C. 300gg—26), section 712
of the Employee Retirement Income Secu-
rity Act of 1974 (29 U.S.C. 1185a), and section
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9812 of the Internal Revenue Code of 1986, and
any comparable provisions of State law (in
this section collectively referred to as ‘“‘men-
tal health parity and addiction equity re-
quirements’’).

(2) STAKEHOLDERS.—The stakeholders de-
scribed in this paragraph shall include each
of the following:

(A) The Federal Government,
representatives from—

(i) the Department of Health and Human
Services;

(ii) the Department of the Treasury;

(iii) the Department of Labor; and

(iv) the Department of Justice.

(B) State governments, including—

(i) State health insurance commaissioners;

(ii) appropriate State agencies, including
agencies on public health or mental health;
and

(iii) State attorneys general or other rep-
resentatives of State entities involved in the
enforcement of mental health parity and ad-
diction equity requirements.

(C) Representatives from key stakeholder
groups, including—

(i) the National Association of Insurance
Commissioners;

(ii) health insurance providers;

(iii) providers of mental health and sub-
stance use disorder treatment;

(iv) employers; and

(v) patients or their advocates.

(b) AcTION PLAN.—Not later than 6 months
after the conclusion of the public meeting
under subsection (a), the Secretary of Health
and Human Services shall finalize the action
plan described in such subsection and make
it plainly available on the Internet website
of the Department of Health and Human
Services.

(c) CONTENT.—The action plan under this
section shall—

(1) reflect the input of the stakeholders
participating in the public meeting under
subsection (a);

(2) identify specific strategic objectives re-
garding how the various Federal and State
agencies charged with enforcement of men-
tal health parity and addiction equity re-
quirements will collaborate to improve en-
forcement of such requirements;

(3) provide a timeline for implementing the
action plan; and

(4) provide specific examples of how such
objectives may be met, which may include—

(A) providing common educational infor-
mation and documents to patients about
their rights under mental health parity and
addiction equity requirements;

(B) facilitating the centralized collection
of, monitoring of, and response to patient
complaints or inquiries relating to mental
health parity and addiction equity require-
ments, which may be through the develop-
ment and administration of a single, toll-
free telephone number and an Internet
website portal;

(C) Federal and State law enforcement
agencies entering into memoranda of under-
standing to better coordinate enforcement
responsibilities and information sharing, in-
cluding whether such agencies should make
the results of enforcement actions related to
mental health parity and addiction equity
requirements publicly available; and

(D) recommendations to the Congress re-
garding the need for additional legal author-
ity to improve enforcement of mental health
parity and addiction equity requirements,
including the need for additional legal au-
thority to ensure that nonquantitative
treatment limitations are applied, and the
extent and frequency of the applications of
such limitations, both to medical and sur-
gical benefits and to mental health and sub-
stance use disorder benefits in a comparable
manner.

including
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SEC. 803. REPORT ON INVESTIGATIONS REGARD-
ING PARITY IN MENTAL HEALTH
AND SUBSTANCE USE DISORDER
BENEFITS.

(a) IN GENERAL.—Not later than 1 year
after the date of enactment of this Act, and
annually thereafter for the subsequent 5
years, the Administrator of the Centers for
Medicare & Medicaid Services, in collabora-
tion with the Assistant Secretary of Labor of
the Employee Benefits Security Administra-
tion and the Secretary of the Treasury, shall
submit to the Committee on Energy and
Commerce of the House of Representatives
and the Committee on Health, Education,
Labor, and Pensions of the Senate a report
summarizing the results of all closed Federal
investigations completed during the pre-
ceding 12-month period with findings of any
serious violation regarding compliance with
mental health and substance use disorder
coverage requirements under section 2726 of
the Public Health Service Act (42 U.S.C.
300gg-26), section 712 of the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1185a), and section 9812 of the Internal Rev-
enue Code of 1986.

(b) CONTENTS.—Subject to subsection (c), a
report under subsection (a) shall, with re-
spect to investigations described in such sub-
section, include each of the following:

(1) The number of closed Federal investiga-
tions conducted during the covered reporting
period.

(2) BEach benefit classification examined by
any such investigation conducted during the
covered reporting period.

(3) BEach subject matter, including compli-
ance with requirements for quantitative and
nonquantitative treatment limitations, of
any such investigation conducted during the
covered reporting period.

(4) A summary of the basis of the final de-
cision rendered for each closed investigation
conducted during the covered reporting pe-
riod that resulted in a finding of a serious
violation.

(c) LIMITATION.—Any individually identifi-
able information shall be excluded from re-
ports under subsection (a) consistent with
protections under the health privacy and se-
curity rules promulgated under section 264(c)
of the Health Insurance Portability and Ac-
countability Act of 1996 (42 U.S.C. 1320d-2
note).

SEC. 804. GAO STUDY ON PARITY IN MENTAL
HEALTH AND SUBSTANCE USE DIS-
ORDER BENEFITS.

Not later than 3 years after the date of en-
actment of this Act, the Comptroller General
of the United States, in consultation with
the Secretary of Health and Human Services,
the Secretary of Labor, and the Secretary of
the Treasury, shall submit to the Committee
on Energy and Commerce of the House of
Representatives and the Committee on
Health, Education, Labor, and Pensions of
the Senate a report detailing the extent to
which group health plans or health insurance
issuers offering group or individual health
insurance coverage that provides both med-
ical and surgical benefits and mental health
or substance use disorder benefits, medicaid
managed care organizations with a contract
under section 1903(m) of the Social Security
Act (42 U.S.C. 1396b(m)), and health plans
provided under the State Children’s Health
Insurance Program under title XXI of the
Social Security Act (42 U.S.C. 1397aa et seq.)
comply with section 2726 of the Public
Health Service Act (42 U.S.C. 300gg—26), sec-
tion 712 of the Employee Retirement Income
Security Act of 1974 (29 U.S.C. 1185a), and
section 9812 of the Internal Revenue Code of
1986, including—

(1) how nonquantitative treatment limita-
tions, including medical necessity criteria,
of such plans or issuers comply with such
sections;
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(2) how the responsible Federal depart-
ments and agencies ensure that such plans or
issuers comply with such sections, including
an assessment of how the Secretary of
Health and Human Services has used its au-
thority to conduct audits of such plans to en-
sure compliance;

(3) a review of how the various Federal and
State agencies responsible for enforcing
mental health parity requirements have im-
proved enforcement of such requirements in
accordance with the objectives and timeline
described in the action plan under section
802; and

(4) recommendations for how additional
enforcement, education, and coordination
activities by responsible Federal and State
departments and agencies could better en-
sure compliance with such sections, includ-
ing recommendations regarding the need for
additional legal authority.

SEC. 805. INFORMATION AND AWARENESS ON
EATING DISORDERS.

(a) INFORMATION.—The Secretary of Health
and Human Services (in this section referred
to as the ‘‘Secretary’’) may—

(1) update information, related fact sheets,
and resource lists related to eating disorders
that are available on the public Internet
website of the National Women’s Health In-
formation Center sponsored by the Office on
Women’s Health, to include—

(A) updated findings and current research
related to eating disorders, as appropriate;
and

(B) information about eating disorders, in-
cluding information related to males and fe-
males;

(2) incorporate, as appropriate, and in co-
ordination with the Secretary of Education,
information from publicly available re-
sources into appropriate obesity prevention
programs developed by the Office on Wom-
en’s Health; and

(3) make publicly available (through a pub-
lic Internet website or other method) infor-
mation, related fact sheets and resource
lists, as updated under paragraph (1), and the
information incorporated into appropriate
obesity prevention programs, as updated
under paragraph (2).

(b) AWARENESS.—The Secretary may ad-
vance public awareness on—

(1) the types of eating disorders;

(2) the seriousness of eating disorders, in-
cluding prevalence, comorbidities, and phys-
ical and mental health consequences;

(3) methods to identify, intervene, refer for
treatment, and prevent behaviors that may
lead to the development of eating disorders;

(4) discrimination and bullying based on
body size;

(5) the effects of media on self-esteem and
body image; and

(6) the signs and symptoms of eating dis-
orders.

SEC. 806. EDUCATION AND TRAINING ON EATING
DISORDERS.

The Secretary of Health and Human Serv-
ices may facilitate the identification of pro-
grams to educate and train health profes-
sionals and school personnel in effective
strategies to—

(1) identify individuals with eating dis-
orders;

(2) provide early intervention services for
individuals with eating disorders;

(3) refer patients with eating disorders for
appropriate treatment;

(4) prevent the development of eating dis-
orders; or

(5) provide appropriate treatment services
for individuals with eating disorders.
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SEC. 807. GAO STUDY ON PREVENTING DISCRIMI-
NATORY COVERAGE LIMITATIONS
FOR INDIVIDUALS WITH SERIOUS
MENTAL ILLNESS AND SUBSTANCE
USE DISORDERS.

Not later than 2 years after the date of the
enactment of this Act, the Comptroller Gen-
eral of the United States shall submit to
Congress and make publicly available a re-
port detailing Federal oversight of group
health plans and health insurance coverage
offered in the individual or group market (as
such terms are defined in section 2791 of the
Public Health Service Act (42 U.S.C. 300gg—
91)), including Medicaid managed care plans
under section 1903 of the Social Security Act
(42 U.S.C. 1396b), to ensure compliance of
such plans and coverage with sections 2726 of
the Public Health Service Act (42 U.S.C.
300gg-26), 712 of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1185a),
and 9812 of the Internal Revenue Code of 1986
(in this section collectively referred to as
the ‘“‘parity law’’), including—

(1) a description of how Federal regulations
and guidance consider nonquantitative treat-
ment limitations, including medical neces-
sity criteria and application of such criteria
to medical, surgical, and primary care, of
such plans and coverage in ensuring compli-
ance by such plans and coverage with the
parity law;

(2) a description of actions that Federal de-
partments and agencies are taking to ensure
that such plans and coverage comply with
the parity law; and

(3) the identification of enforcement, edu-
cation, and coordination activities within
Federal departments and agencies, including
educational activities directed to State in-
surance commissioners, and a description of
how such proper activities can be used to en-
sure full compliance with the parity law.
SEC. 808. CLARIFICATION OF EXISTING PARITY

RULES.

If a group health plan or a health insur-
ance issuer offering group or individual
health insurance coverage provides coverage
for eating disorder benefits, including resi-
dential treatment, such group health plan or
health insurance issuer shall provide such
benefits consistent with the requirements of
section 2726 of the Public Health Service Act
(42 U.S.C. 300gg—26), section 712 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1185a), and section 9812 of the
Internal Revenue Code of 1986.

The SPEAKER pro tempore. Pursu-
ant to the rule, the gentleman from
Pennsylvania (Mr. MURPHY) and the
gentleman from New Jersey (Mr. PAL-
LONE) each will control 20 minutes.

The Chair recognizes the gentleman
from Pennsylvania.

GENERAL LEAVE

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I ask unanimous consent that
all Members have 5 legislative days in
which to revise and extend their re-
marks and insert extraneous materials
in the RECORD on the bill.

The SPEAKER pro tempore. Is there
objection to the request of the gen-
tleman from Pennsylvania?

There was no objection.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield myself such time as I
may consume.

Mr. Speaker, our mental health sys-
tem in this country is a failure. This is
one of those times where we are not
gathered for a moment of silence, but a
time of action. We are here finally to
speak up for the last, the lost, the
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least, and the lonely, that is those who
suffer from mental illness which is un-
treated.

Mental illness affects one in five
Americans. About 10 million Ameri-
cans have serious mental illness. About
4 million of those go without any treat-
ment. There are 100,000 new cases each
year. Half of psychosis cases emerge by
age 14, 75 percent by age 24. We have a
need for 30,000 child psychiatrists. We
only have 9,000, We have great short-
ages of psychologists.

The time between the emergence of
the first symptoms of serious mental
illness and the first appointment is
about 80 weeks. We need about 100,000
hospital beds in this country, but we
only have 40,000 for psychiatric crises.
A person is 10 times more likely, there-
fore, to be in jail than in a hospital if
they are mentally ill.

And these statistics, too: 43,000 sui-
cides last year, 47,000 drug overdose
deaths, 1,000 homicides, 260 mentally ill
violently killed in a police encounter
where they attacked a policeman. We
have hundreds of thousands of home-
less and mentally ill who die the slow-
motion death of chronic illness, and
that comes to more than the number
who die of breast cancer, perhaps
350,000 or more a year.

The Helping Families in Mental
Health Crisis Act, a bipartisan bill
with over 205 cosponsors, which came
out of the Committee on Energy and
Commerce with a unanimous vote,
fixes this. It allows parents and care-
givers to help with care. It increases
the number of crisis mental health
beds. It drives evidence-based care. It
builds on existing mental health and
substance abuse parity laws. It brings
accountability to Federal grant pro-
grams, which two GAO reports say
were disastrous. It focuses on innova-
tion and reaches underserved and rural
populations, expands the mental health
workforce, advances early intervention
and prevention programs, develops al-
ternatives to institutionalization, fo-
cuses on suicide prevention, increases
program coordination across the 112
Federal programs and agencies, re-
forms protection and advocacy, pro-
vides training grants to train police of-
ficers and first responders, and saves
the Federal Government money. It is
wide ranging, it is impactful, and it is
something that we are going to have to
pass today if we really, truly want to
make a difference.

Mr. Speaker, I reserve the balance of
my time.

Mr. PALLONE. Mr. Speaker, I yield
myself such time as I may consume.

I rise in support of H.R. 2646, the
Helping Families in Mental Health Cri-
sis Act.

Today’s mental health system can
hardly be described as a system at all.
While some States are undertaking
promising improvements, the system is
fragmented, overwhelmed, and
underresourced. Far too many people
with mental illnesses can’t get the
treatment they need to live long,
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healthy, and productive lives, so I am
pleased that this bill takes an impor-
tant step toward improving mental
health care in this country.

The bill under consideration today,
Mr. Speaker, is a significant improve-
ment over the original version intro-
duced a year ago. It is no secret that
many of us had substantial concerns
with some of the provisions in the
original text of the bill, and I am sure
that my fellow Members of the Com-
mittee on Energy and Commerce re-
member the extensive debate we had on
this bill during our subcommittee
markup last November.

Since that time, we have found com-
mon ground. We removed many provi-
sions that would have done more harm
than good, in my opinion, and replaced
them with policies that strengthen the
bill. T am proud that H.R. 2646 now in-
cludes several policies championed by
Democrats.

The bill requires that States provide
the full range of early and periodic
screening, diagnostic, and treatment—
EPSDT—services to children in the
Medicaid program who receive inpa-
tient psychiatric care at so-called in-
stitutions of mental disease. It creates
a new assertive community treatment
grant program and a peer professional
workforce grant program. The legisla-
tion also creates new grant programs
to address adult suicide, expands access
to community crisis response services,
and creates and disseminates model
HIPAA training programs.

A great deal of work went into
crafting this agreement, and I want to
thank my Republican colleagues for
continuing to meet with us throughout
this process so that we could bring a
bipartisan product to the floor.

That said, the bill before us today is
not transformative reform nor is it a
panacea to the many problems now fac-
ing our mental health system. I en-
courage my colleagues to see this legis-
lation as a necessary step rather than a
solution, and I want to be very clear on
this point. If we are truly serious about
fixing our broken mental health sys-
tem, we have to expand access and
make sustained investment, and that
means we must work to encourage all
States to expand Medicaid and provide
more Federal resources to support the
growth of community-based preven-
tion, treatment, and recovery services.

This legislation is not comprehen-
sive. It by no means contains enough
funding to make the mental health sys-
tem whole. I hope that, in the near fu-
ture, we can work together again on
additional legislation to increase treat-
ment options and further strengthen
mental health parity enforcement.

I once again want to thank my col-
leagues who stood with me throughout
this long process, fiercely voicing their
concerns and advocating for major im-
provements to the bill. I want to thank
Chairman UPTON for his leadership, and
the bill’s sponsors, Representatives TIM
MURPHY and EDDIE BERNICE JOHNSON,
for championing this issue for so many
years.
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I urge my colleagues to support this
important bipartisan bill, and I look
forward to the Senate’s action on this
issue.

Mr. Speaker, I reserve the balance of
my time.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from New Jersey (Mr. LANCE), a
member of the Committee on Energy
and Commerce, who has been sup-
porting this from the onset.

Mr. LANCE. Mr. Speaker, today
marks a very important moment in the
long and tortuous road to reform a
mental health system that is broken
and must be fixed.

I joined the gentleman from Pennsyl-
vania (Mr. MURPHY), a psychologist and
my friend and colleague, and our
former colleague, now U.S. Senator
from Louisiana, Dr. BILL CASSIDY, in a
conference room in the basement of the
U.S. Capitol in December 2013, where
the three of us stood together and
called on Congress to address a mental
healthcare system in crisis, a system
where millions of Americans suffer
every year and are all too often pushed
into the shadows by archaic regula-
tions and an outdated Federal bureauc-
racy. 2% years later, I am proud that
the House stands poised today to pass
the most significant reform to our Na-
tion’s mental health programs in dec-
ades.

This bill includes provisions I have
championed to help provide early de-
tection of eating disorders and improve
access to treatment coverage. This is
an historic achievement, as it marks
the first time Congress has addressed
eating disorders specifically through
legislation.

I thank Subcommittee Chairman
MURPHY, Chairman UPTON, and the en-
tire Committee on Energy and Com-
merce for working together to pass this
landmark mental healthcare reform
bill and move us one step closer to pro-
viding millions of Americans and their
families a chance at treatment before
tragedy strikes.

Mr. PALLONE. Mr. Speaker, I yield
1% minutes to the gentleman from
Texas (Mr. GENE GREEN), the ranking
member of the Health Subcommittee.
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Mr. GENE GREEN of Texas. Mr.
Speaker, I rise in support of H.R. 2646,
legislation to improve our mental
health system.

This bill is a positive step forward. I
want to thank my colleagues on both
sides of the aisle for their work to im-
prove access, prevention, and treat-
ment for those with mental and behav-
ioral conditions. We worked exten-
sively and collaboratively to craft the
legislation.

I want to particularly thank Energy
and Commerce Committee Chairman
UpTON; Ranking Member PALLONE;
Representatives KENNEDY, MATSUI,
LOEBSACK, ToONKO, and DEGETTE for
their contributions; and Congressman
TiMm MURPHY for elevating the con-
versation about mental health.
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H.R. 2646 includes new grant pro-
grams that expand access to critical
mental health services, such as com-
munity crisis response systems and
adult suicide prevention. It provides
new tools to improve compliance with
mental health parity, HIPAA training
programs for patients and providers to
better understand their protections
and rights, and a peer professional
workforce development grant.

I am pleased that this legislation ex-
tends the Federal Tort Claims Act to
help professional volunteers at commu-
nity health centers. It also affords the
full range of Early and Periodic
Screening, Diagnostic, and Treatment
services to Medicaid children who re-
ceive care in Institutes of Mental Dis-
eases.

While not comprehensive and lacking
key resources, today’s vote marks a
significant step forward to strength-
ening our Nation’s mental health sys-
tem.

Again, I want to thank my colleagues
on the Energy and Commerce Com-
mittee and their staffs, and I urge
Members to vote in favor of this legis-
lation.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from Louisiana (Mr. SCALISE)
the majority whip.

Mr. SCALISE. Mr. Speaker, I thank
my colleague from Pennsylvania for
yielding, but especially for taking the
lead on this issue.

Mr. Speaker, it has been decades
since Congress has reformed our men-
tal health laws. Unfortunately, we
have seen so many negative aspects
since then. Suicide rates are through
the roof. There are so many other prob-
lems throughout our country. It has
touched every community in this Na-
tion. We see a growing problem with
mental health.

This bill really refocuses efforts, but
it also puts a different priority on Fed-
eral grants and Federal agencies to
force them to do a better job of ad-
dressing these problems. It also helps
families to get more involved in the
mental health problems that their own
children face. Right now, some Federal
laws make it harder for parents to help
their own children. These kinds of seri-
ous problems have been complicated to
work through.

Mr. Speaker, when you look at the
fact that it has been decades, there is a
reason why. This is hard work. It is
complicated work. This bill has been at
least 3 years in the making, and so it is
very important that we bring this bill
to the floor today and pass it over to
the Senate. This is not only reform
that can pass the House, but reform
that actually get signed by the Presi-
dent and make a real difference and
impact in improving people’s lives.

Mr. PALLONE. Mr. Speaker, I yield 2
minutes to the gentlewoman from Cali-
fornia (Ms. MATSUI).

Ms. MATSUI. Mr. Speaker, I thank
the gentleman for yielding.

For far too long, those with mental
illness have been left in the shadows,
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and mental health prevention and
treatment have been left out of our
health systems.

The mental health crisis in this
country is very personal to me, and I
have been fighting for patients and
their loved ones for many years. I be-
lieve there is a lot we can do better to
stop or slow down the hurt and pain
that patients and families feel when
mental health is left unaddressed.

The bill before us today is a good bill.
It is a first step toward mental health
reform, offering policies that help
move us in the direction of better par-
ity between mental and physical ill-
ness, a stronger workforce trained to
address mental illness, and promotion
of evidence-based services and sup-
ports.

HEspecially important to me are the
provisions that will help clarify when
and how providers are able to share in-
formation with families and caregivers
in order to better serve the patients in
times of need.

There is more left to be done, more
to do, and our reform efforts will not
be complete or comprehensive until we
make real investments in our mental
health system. I will continue working
for the comprehensive mental health
reforms that our families need and de-
serve.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from Michigan (Mr. UPTON),
chairman of the full committee and
who we owe a great debt of gratitude
for moving forward this bill.

Mr. UPTON. Mr. Speaker, today
marks an important milestone in the
multiyear, multi-Congress effort to de-
liver meaningful reforms to the Na-
tion’s mental health system.

Last month, the Energy and Com-
merce Committee passed this bill 53-0
in committee. It has been bipartisan.
We know that this is an issue that im-
pacts every community and so many
families in one way or another. We con-
tinue to hear tales of great loss where
intervention was lacking or non-
existent. So we got to work. We spent
hundreds and hundreds of hours—I am
not kidding—in staff work and work by
Members.

For way too long, mental health was
a subject that was left in the shadows.
Thankfully, that is no longer the case.
Today we have developed a thoughtful
solution. Throughout the process, we
have achieved many important re-
forms. Today we build upon that mo-
mentum.

Our current system of siloed grants,
prevention, and treatment simply
doesn’t work the way it should. This
bill changes that with real reforms to
provide SAMHSA new tools, under the
leadership of a new Assistant Sec-
retary, and we have done it the way
that we should.

This bipartisan bill will save lives,
aid families, and provide comfort and
relief to those who are struggling.

Mr. Speaker, today marks an important
milestone in the multi-year, multi-Congress ef-
fort to deliver meaningful reforms to the na-
tion’s mental health system. Last month, the
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Energy and Commerce Committee unani-
mously approved H.R. 2646 by a vote of 53 to
zero to help families in mental health crisis.

This is an issue that impacts every commu-
nity, and so many families, in one way or an-
other. We continue to hear tales of great loss
where intervention was lacking or nonexistent.

But you know what? Congressman Tim
MURPHY got to work. For way too long, mental
health was a subject left for the shadows.
Thankfully, that's no longer the case. Today,
we have developed a thoughtful legislative so-
lution. Throughout this process, we have
achieved important reforms and today we
build upon that momentum.

Our current system of siloed grants, preven-
tion, and treatment simply does not work as
well as it should. The “Helping Families in
Mental Health Crisis Act” includes new re-
forms to make sure the federal government is
leveraging their dollars with investments in evi-
dence-based programs. The bill includes re-
forms to provide SAMHSA new tools, under
the leadership of an Assistant Secretary for
Mental Health and Substance Use, to do its
job better.

Thoughtful legislating takes time and dedi-
cation. This Congress we have seen multi-
year landmark committee efforts finally make it
across the finish line in SGR reform, pipeline
safety and chemical safety reforms, which
were both signed into law late last month. 21st
Century Cures has taken years, and we con-
tinue to make progress. And | am hopeful
these mental health reforms that we have long
pursued are on the same path to being signed
into law, building upon our proud bipartisan
record of success.

This bipartisan bill will save lives, aid fami-
lies, and provide comfort and relief to those
struggling. This strong bill is something that
both Republicans and Democrats can be
proud of. | thank Dr. MURPHY, Health Sub-
committee Chairman PITTS, full committee
Ranking Member FRANK PALLONE and the
staff, who worked hundreds of hours to bring
us to where we are today.

This bill will truly make a real difference and
deliver meaningful reforms to families in men-
tal health crisis all across America.

Mr. PALLONE. Mr. Speaker, I yield
1% minutes to the gentleman from New
York (Mr. TONKO).

Mr. TONKO. Mr. Speaker, I thank
the gentleman from New Jersey for
yielding.

Mr. Speaker, I rise today in support
of H.R. 2646, the Helping Families in
Mental Health Crisis Act. While this
bill is not perfect and necessarily rep-
resents a compromise from all sides, it
is a good first step in making the im-
provement to our Nation’s mental
health system. It has been a long road
to get here, and the passionate debate
we have had has only served to
strengthen the bill and produce legisla-
tion that we can all support.

In particular, I would like to high-
light section 502, which is based on my
Coordinating Crisis Care Act, which I
sponsored. This provision would au-
thorize a mnew grant program at
SAMHSA to fund the development of
real-time bed registry systems that
will help get individuals in crisis the
appropriate care they need in a timely
fashion. By ensuring better coordina-
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tion of crisis care systems, we can save
lives and support individuals and fami-
lies in their time of need.

Looking forward, Congress needs to
do more to heal a broken mental
health system. We should pass addi-
tional legislation that would ensure
vigorous enforcement of our mental
health parity laws and to strengthen
mental health and substance use cov-
erage for Medicaid and Medicare bene-
ficiaries. That is ultimately the key to
quality performance here for the men-
tal health community.

Finally, we have to acknowledge that
the current dysfunction in our mental
health systems stems, in part, from
decades of broken promises and a
chronic underinvestment in commu-
nity-based mental health services that
simply cannot be solved by one single
bill like this.

We must do better, and I stand ready
to help in that fight.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from Oregon (Mr. WALDEN).

Mr. WALDEN. Mr. Speaker, today I
rise in support of Representative MUR-
PHY’s Helping Families in Mental
Health Crisis Act.

Ten million Americans suffer from
serious mental illness, Mr. Speaker. If
they get care, they are 16 times less
likely to harm themselves or others.
Right now, too many patients fall
through the cracks.

At a recent roundtable in Medford,
Oregon, and on a tele-townhall I just
completed, I heard from parents about
their children who experienced home-
lessness and violence due to their ill-
ness, from caregivers about the dif-
ficulty of getting timely care, and from
law enforcement about how the default
place for the mentally ill is often a
jail.

The consensus among all of them was
that the healthcare system, the gov-
ernment, and society are failing those
who need help the most. They over-
whelmingly support the provisions in
this legislation.

We can improve treatment, we can
and do boost resources, and we will get
care to people in need, especially in our
rural communities.

Mr. PALLONE. Mr. Speaker, I yield 2
minutes to the gentleman from Massa-
chusetts (Mr. KENNEDY).

Mr. KENNEDY. Mr. Speaker, I want
to thank Ranking Member PALLONE,
Chairman TUPTON, and Congressman
MURPHY for, once again, the bipartisan
leadership that has guided this bill
through our committee and onto the
floor.

Mr. Speaker, you cannot listen to the
constant stories from patients and
families who have been denied access
to mental health care and believe that
there are not tragic gaps in our mental
health system. This bill is a bipartisan,
incremental step forward in our efforts
to address those gaps.

I am especially pleased by the inclu-
sion of my bill to remove the discrimi-
natory barrier to care for children in
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certain inpatient psychiatric facilities,
yet we have to acknowledge that, un-
less this is just the first step, we have
failed to fix a broken system. Unless
we increase Medicaid reimbursements
rates, providers will still be forced to
turn away our most vulnerable patient
populations. Unless we inspire and en-
courage a new generation to pursue ca-
reers as psychologists, psychiatrists,
and social workers, there will still be a
shortage of professionals to care for
our patients. Unless we can guarantee
parity, insurance companies will con-
tinue to construct barriers to care,
leaving patients without access to the
mental health system no matter how
strong that system may be.

And that is where our eyes should be
focused tomorrow after this bill is
passed.

Whether in conference or in our fu-
ture committee hearings, we cannot
accept this bill as a full, comprehen-
sive fix to a fully broken system. If we
do, patients suffering from mental ill-
ness will continue to fall through the
same gaps that exist today.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 2 minutes to the gen-
tleman from Florida (Mr. BILIRAKIS), a
member of the Energy and Commerce
Committee.

Mr. BILIRAKIS. Mr. Speaker, I rise
today in support of H.R. 2646, the Help-
ing Families in Mental Health Crisis
Act, of which I am a cosponsor.

I want to thank Chairman MURPHY
for the extensive amount of time and
attention he has put into addressing
mental health and substance abuse dis-
orders. He even joined me in my dis-
trict to hear directly from my con-
stituents about this particular bill. I
thank Chairman MURPHY again for
that.

We discussed the struggles that indi-
viduals with mental illness face and
how Congress can best address the need
of those we serve. With their input, we
worked to address every aspect of this
overall problem.

This legislation will help countless
individuals and families in my district
in Florida and in communities across
our country. I urge my colleagues to
support this great piece of legislation.

Mr. PALLONE. Mr. Speaker, I yield 2
minutes to the gentlewoman from
Texas (Ms. EDDIE BERNICE JOHNSON),
the Democratic sponsor of the bill.

Ms. EDDIE BERNICE JOHNSON of
Texas. Mr. Speaker, I rise today in sup-
port of H.R. 2646, the Helping Families
in Mental Health Crisis Act. As the
original Democratic cosponsor of this
piece of legislation and the one that
preceded it, I am proud to see it come
to the floor today.

H.R. 2646 is a demonstration of more
than 3 years of collaboration between
not only myself and Congressman TIM
MURPHY, but the many other Members
and organizations that came to the
table to offer feedback, suggestions,
and, at times, criticism. At no time did
Congressman MURPHY turn anyone’s
input down.
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The end result is a bill that remains
focused on enabling the most severely
and mentally ill to access the treat-
ment they desperately deserve, while
allowing their families and caregivers
to help them along the way.

This piece of legislation contains sev-
eral necessary provisions, including the
establishment of an Assistant Sec-
retary for Mental Health and Sub-
stance Use Disorder, easing our Na-
tion’s chronic shortage of psychiatric
beds, requiring the Secretary of Health
and Human Services to clarify con-
fusing HIPAA rules surrounding men-
tal health patients, and increasing
grant programs with results proven to
help individuals with serious mental
health illness gain access to treatment
like Assisted Outpatient Treatment
and Assertive Community Treatment.

As two of the few mental health pro-
viders serving in Congress—another
over here to my left, Dr. MCDERMOTT, a
psychiatrist—Congressman MURPHY
and I have always been focused on the
needs of the severely mentally ill.
Many that we read about daily in our
many cities across the Nation end up
in jail or prison.
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While the homeless and prison popu-
lation are particularly vulnerable to
mental illness, these are the individ-
uals that get the least amount of at-
tention and access to mental health
services. Through our work, we have a
deep understanding of patient need,
and this need is not being met.

The SPEAKER pro tempore. The
time of the gentlewoman has expired.

Mr. PALLONE. Mr. Speaker, I yield
the gentlewoman an additional 1
minute.

Ms. EDDIE BERNICE JOHNSON of
Texas. Unfortunately, we have found
that many of our fellow Members lack
the understanding of patients in crisis,
making this process more difficult.

I am hopeful, however, that this bill
will be a framework to help us move
the needle forward on mental health
treatment in America.

I would like to thank Congressman
MURPHY for his steadfast commitment
to mental health. I would also like to
thank the chairman, FRED UPTON, and
our ranking member, Mr. PALLONE, for
their hard work on this measure. While
we still have a long ways to go, this is
certainly a step forward.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, how much time do I have re-
maining?

The SPEAKER pro tempore (Mr.
LOUDERMILK). The gentleman from
Pennsylvania has 12% minutes remain-
ing.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield such time as she may
consume to the gentlewoman from In-
diana (Mrs. BROOKS), who has been a
real champion of this bill.

Mrs. BROOKS of Indiana. Mr. Speak-
er, 1 in 4 adults, a total of 61.5 million
Americans, will experience mental ill-
ness within a given year. The numbers
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alone don’t tell the stories behind the
deeply personal pain that this disease
inflicts on our friends, neighbors, and,
most importantly, their families.

Today, I am proud to stand with the
gentleman from Pennsylvania in sup-
port of this strong bipartisan bill. He
has truly championed the first major
mental health reform in this country
in 50 years.

Right now, our healthcare system
does not allow families of those suf-
fering from mental illness to become
partners in their health care, and this
bill ensures that adult patients strug-
gling with mental illness will receive
the healthcare treatment they need,
while allowing their families to become
close partners in their care. It expands
the mental health workforce and in-
creases the number of psychiatric hos-
pital beds for those experiencing an
acute mental health crisis.

This legislation is a significant, im-
portant step toward comprehensive,
community-based care that will work
better for people and, most impor-
tantly, their families. I urge my col-
leagues to vote ‘‘yes’ on this bill.

Mr. PALLONE. Mr. Speaker,
much time do I have remaining?

The SPEAKER pro tempore. The gen-
tleman from New Jersey has 8% min-
utes remaining.

Mr. PALLONE. Mr. Speaker, I yield
1% minutes to the gentlewoman from
Ohio (Ms. KAPTUR).

Ms. KAPTUR. Mr. Speaker, I rise
today in support of the Helping Fami-
lies in Mental Health Crisis Act, H.R.
2646, and wish to thank Chairman
UPTON, Ranking Member PALLONE, and
the two driving sponsors of this meas-
ure, Congressman TIM MURPHY and
Congresswoman EDDIE BERNICE JOHN-
SON, who have adeptly navigated this
bill through very choppy legislative
waters.

The bill takes head-on one of the
most compelling and unaddressed
health challenges of our society: the
suffering, the anguish, the travails, the
plight of the seriously mentally ill.
The bill will empower parents and
caregivers, drive innovation, advance
early-intervention and prevention pro-
grams, and offer alternatives to insti-
tutionalization, and provide the first
step in a long time to show respect and
real treatment alternatives to Ameri-
cans living with mental illness.

It is no secret our prisons have be-
come the domiciles for the mentally
ill. This bill rings out: ‘“‘No more, no
more.”’

Sadly, psychiatric care has become
the responsibility of our prison system.
Three of the largest mental health
“hospitals’ in our country are incar-
ceration facilities. Speak to any local
sheriff. They will tell you their jails
are overcrowded with the mentally ill.

What too often happens is that the ill
person in an adult incarceration facil-
ity actually began their journey in a
child correction facility, and as they
matured, essentially, graduated to the
adult facility without their underlying
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mental illness being properly diag-
nosed, much less treated. What an in-
dictment of our Nation, not just our
health and corrections system, this is,
but our entire country.

Today’s bill calls for a complete
overhaul of the current mental health
system. It has been needed since the
de-institutionalization that sent mil-
lions, some to their death when they
were sent to the streets.

I want to congratulate, as I conclude,
Representatives MURPHY and JOHNSON
for bringing this bill to the floor and
addressing a crying human need for too
long ignored in our country. They are
doing something noble for the Nation.
The severely mentally ill must be hu-
manely treated.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from Pennsylvania (Mr. PITTS),
the chairman of the Health Sub-
committee of the Committee on En-
ergy and Commerce.

Mr. PITTS. Mr. Speaker, I thank Mr.
MURPHY for his leadership and his per-
sistence in getting this historic legisla-
tion to the floor.

When a person struggles with mental
illness, he or she may lose her job, her
friends, even her family, which can
make the mental illness worse. And
help for this person may be available,
but she may not be able to navigate
available resources alone or drive to
her doctor’s appointments regularly
without help.

Therefore, organizations providing
mental health assistance must not
only provide resources, they must
make sure they actually connect peo-
ple with people in need.

When the Federal Government dis-
tributes mental health funding, it
needs to go to programs that are doing
this, and Congressman MURPHY'’s bill is
a step in the right direction. His bill
will increase accountability so that we
can better understand how Federal
mental health and substance abuse
treatment funds are used in each State.
It would summarize best practice mod-
els in the States and do many other
things, and this way we can highlight
mental health programs that are most
effective.

I urge my colleagues to support the
bill.

Mr. PALLONE. Mr. Speaker, I yield 2
minutes to the gentleman from Wash-
ington (Mr. MCDERMOTT), the chairman
of the Ways and Means Health Sub-
committee.

Mr. MCDERMOTT. Mr. Speaker, first
of all, I want to say congratulations to
Congressman MURPHY. His persistence
brought this bill to the floor, and it is
important that this issue be discussed.

We are all going to vote for this bill.
It will go out of here unanimously. We
are all going to vote for it. But it is a
hollow promise if there is not some
money in it.

Now, I was in my training in Chi-
cago, in 1964, when the first mental
health money came from the Federal
Government to Chicago, and it went all
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over the country. And if the Federal
Government doesn’t put money into
this program that we are outlining in
this very carefully constructed bill, we
will be sending out a blank check.
There will be nothing. It won’t be
worth anything. To think that State
legislatures or somebody is going to
find the money somewhere is simply
not real.

Now, this morning, Mr. PALLONE and
I sat on a conference committee on
opioids. We are doing the same thing
there. We know there is addiction, we
know there are all kinds of problems
all over the place, and we are passing a
wonderful bill out with some nice
words in it, but no money. And if you
are not willing to put some money into
a program like this, you are simply
consigning the mental health people to
the jail.

I was the King County Jail psychia-
trist in 1979 and I ran the second-larg-
est mental hospital in the State of
Washington. I had more patients every
night in that jail than anybody except
the guy running the State mental hos-
pital down in Tacoma. And that is
where the mentally ill are today.

If you want to get them out of that
situation and get them into treatment,
you are going to have to put some
money out into the community in a va-
riety of these programs. Good pro-
grams. I like what is in them. But you
have got to put some money where
your mouth is.

I will support the bill, and I want to
hear the appropriations process next.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from Texas (Mr. BURGESS).

Mr. BURGESS. I thank the gen-
tleman for the recognition.

Mr. Speaker, passage of this bill rep-
resents a major milestone for individ-
uals affected by mental illness across
the country, and, of course, I want to
congratulate Chairman and Congress-
man TIM MURPHY and Congresswoman
EDDIE BERNICE JOHNSON on the progress
they have made on this front. Many of
us have worked in committee for a long
time to achieve this day.

And while we are in the business of
congratulating ourselves as a routine
matter, I also want to take a moment
to acknowledge the participation of
staff, both in our personal offices, as
well as the professional committee
staff that helped bring this bill to the
point we are today. In particular, an
alumnus of my office, Adrianna
Simonelli, worked hard to get this bill
to a place where both sides could ex-
pect and accept the results that we are
achieving today.

Thank you, Mr. Chairman, for the
recognition. Thanks for bringing this
bill to the floor of the House.

Mr. PALLONE. Mr. Speaker, could I
inquire again about the time remaining
on each side, and ask whether Mr.
MURPHY, how many additional speak-
ers he has?

The SPEAKER pro tempore. The gen-
tleman from New Jersey has 5 minutes
remaining.
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Mr. PALLONE. Does the gentleman
have a number of additional speakers?

Mr. MURPHY of Pennsylvania. I
have about 10 more speakers who would
like to speak.

Mr. PALLONE. Mr. Speaker, I yield 2
minutes to the gentlewoman from Col-
orado (Ms. DEGETTE), who is the rank-
ing member of the Oversight and Inves-
tigations Subcommittee.

Ms. DEGETTE. Mr. Speaker, today’s
vote on this wonderful bill is the result
of longstanding efforts in the Energy
and Commerce Committee to come to a
bipartisan compromise on mental
health legislation. I particularly want
to thank my compadre, my chairman,
Mr. MURPHY, for his hard work on this.
I have spent many, many hours talking
to him about this bill over the last few
yvears, and I am happy to have it come
together.

This bill really incorporates a num-
ber of our positive changes that in-
cluded key provisions from the Com-
prehensive Behavioral Health Reform
and Recovery Act, which I am an origi-
nal cosponsor, and other bills.

But as Mr. MCDERMOTT and others on
this side of the aisle have said, we still
have a lot more work to do. This bill is
really just the first step towards true
reform. And if we want to make a dif-
ference, Congress really does need to
provide the resources needed.

We have heard people talking about
overfilled jails. We have heard people
talking about parents who can’t find
beds for their tremendously mentally
ill children. We have heard about the
lack of truly educated professionals.

These things can only be achieved
with resources and money. And so I
truly see this bill as the first step to-
wards a very robust mental health sys-
tem in this country.

The last thing I want to say is, ac-
tion on mental health legislation does
not excuse inaction on gun violence
prevention legislation. We must do
something as well as passing com-
prehensive mental health legislation to
respond to the gun violence epidemic.

Americans, my constituents, want us
to take these steps. They have made
this abundantly clear in the last few
weeks, and I am urging that we have a
vote separately on those issues.

But for today, let’s all vote ‘‘yes’ on
this piece of legislation, and then let’s
move forward for the important steps
we need to take.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tleman from Michigan (Mr. BENISHEK).

Mr. BENISHEK. Mr. Speaker, we are
here today to vote on long overdue bi-
partisan mental health Ilegislation.
This bill will finally take concrete
steps toward improving the quality of
care available to those suffering from
mental illness.

For too long, the most desperate
among us have not had access to proper
mental health care. Patients, along
with their families and loved ones,
have had nowhere to turn.

As a doctor taking care of patients in
northern Michigan for 30 years, I am
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all too familiar with the lack of re-
sources and attention devoted to pro-
viding quality mental health care for
our Nation. There are many commu-
nities in my district there are no psy-
chiatric beds available. Local agencies
don’t have the staff or the resources to
provide answers for those seeking help,
let alone treatment. This bill rep-
resents a major step forward in turning
all that around.

I hope all my colleagues will join me
in supporting this commonsense step
to help deliver better mental health
care.

Mr. PALLONE. Mr. Speaker, I re-
serve the balance of my time.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tleman from New York (Mr. GIBSON).

Mr. GIBSON. Mr. Speaker, I want to
congratulate Dr. MURPHY and Ms.
JOHNSON for this landmark mental
health legislation. I believe it builds on
earlier legislation we enacted in this
Congress, like the Clay Hunt suicide
awareness and prevention bill, improv-
ing the mental health for our veterans.
And it fills a void that has existed for
decades now since we de-institutional-
ized in the 1970s, a decision I support,
but we never put Federal policy in be-
hind it until today, Mr. Speaker, re-
sources for the local level for inpatient
care for Americans and families in
mental health crisis.
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It improves coordination across the
agencies to deliver better suicide
awareness and prevention in mental
health.

I want to thank my wife, Mary Jo, a
licensed clinical social worker, for her
advice and inspiration.

Mr. Speaker, I urge my colleagues to
support this legislation.

Mr. PALLONE. I continue to reserve
the balance of my time, Mr. Speaker.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tleman from Pennsylvania (Mr.
ROTHFUS), my friend and colleague.

Mr. ROTHFUS. Mr. Speaker, I want
to thank my colleague and neighbor
from Pennsylvania, Congressman MUR-
PHY, for his unrelenting leadership on
this legislation and for calling atten-
tion to a problem that affects millions
of families across the country.

Nearly 10 million Americans have se-
rious mental illness, including schizo-
phrenia, substance abuse disorder, and
major depression. I think today of the
many families in my district who tell
me about the heartbreak they have had
after losing loved ones to drug addic-
tion or suicide.

This legislation will improve the
oversight of mental health and sub-
stance abuse programs by ensuring we
are using the most relevant data and
most effective, evidence-based pro-
grams to address our mental health
crisis.

I urge my colleagues to support this
legislation, and I thank the gentleman
for his leadership.
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Mr. PALLONE. Mr. Speaker, I will
continue to reserve the balance of my
time until we get to closing remarks.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tleman from Georgia (Mr. ALLEN).

Mr. ALLEN. Mr. Speaker, I thank
Chairman MURPHY for this great piece
of legislation.

I rise today in support of H.R. 2646,
the Helping Families in Mental Health
Crisis Act. Too many families across
America have experienced a loved one
who is living with or has been diag-
nosed with a mental illness. Sadly, one
in five children ages 13 to 18 have or
will battle a mental illness.

As a proud member of the House Edu-
cation and the Workforce Committee, 1
had the privilege of visiting schools
across Georgia’s 12th Congressional
District and visiting with educators
and staff members. School leaders from
elementary school to college all say
that mental health is one of their top
concerns for the students.

These heartbreaking statistics are
more than data and numbers on a
spreadsheet. They are mothers, fathers,
sisters, brothers, students, friends, and
children.

Mr. Speaker, I urge my colleagues to
vote in favor of H.R. 2646.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-

tlewoman from Virginia (Mrs. CoM-
STOCK).
Mrs. COMSTOCK. Mr. Speaker, I

thank the gentleman for yielding and
for his tireless work on this important
bipartisan legislation which 1 was
proud to cosponsor.

I rise in support of H.R. 2646, the
Helping Families in Mental Health Cri-
sis Act.

Every week we hear from constitu-
ents concerned about this issue, and, of
course, we all no doubt know somebody
battling with this issue. I appreciate
the input from all stakeholders that
has been taken into account here—doc-
tors, healthcare providers, academics,
and law enforcement—but, most impor-
tantly, the input from the families, the
caregivers, and those dealing with the
mental health conditions that are in so
much need for more care.

So I urge my colleagues to support
this bipartisan bill that will allow for
more efficient use of the resource allo-
cation, improved responsiveness, and
reduced time and energy that is now
lost spent navigating a very difficult
system that will be improved by this.
So I thank the gentleman.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I include in the RECORD this
list of over 50 professional organiza-
tions in support of this bill and also a
list of 65-plus editorials in support of
this bill.

HELPING FAMILIES IN MENTAL HEALTH CRISIS
EDITORIAL BOARD ENDORSEMENTS (H.R. 2646)
20152016 EDITORIAL ENDORSEMENTS

1. The Florida Times Union, Congress be-
gins to tackle mental illness (April 21, 2015).

2. Observer-Reporter, Reforms to mental-
health system neede, (July 21, 2015).
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3. The Sacramento Bee, Perhaps Congress
will address mental health care (August 1,
2015).

4. The National Review, Congress is Wak-
ing Up To Mental health, (August 4, 2015).

5. Reading Record Searchlight, Perhaps
Congress will address mental health care
(August 9, 2015).

6. U.S. News and World Report, America
Wakes Up to Mental Health (August 11, 2015).

7. The Florida Times-Union, Florida’s
inept system for mental health leads to trag-
edies (August 20, 2015).

8. The Washington Times,
shooters (August 27, 2015).

9. KDKA-News, KDKA Urges Congress To
Pass Murphy’s Helping Families in Mental
Health Crisis Act (August 31, 2015).

10. The Connecticut Post, Congress can fi-
nally make a difference for mental-health re-
form (September 17, 2015).

11. The Winona Daily News, Congress can
finally make a difference for mental-health
reform (September 17, 2015).

12. Dubuque Telegraph Herald, Congress
can finally make a difference for mental-
health reform (September 17, 2015).

13. Boulder Daily Camera, Congress can fi-
nally make a difference for mental-health re-
form (September 17, 2015).

14. The Rome News-Tribune, Congress can
finally make a difference for mental-health
reform (September 17, 2015).

15. Carlsbad Current Argus, Congress can
finally make a difference for mental-health
reform (September 17, 2015).

16. Cecil Whig, Congress can finally make a
difference for mental-health reform (Sep-
tember 17, 2015).

17. The Seattle Times, Congress can finally
make a difference for mental-health reform
(September 17, 2015).

18. Vero Beach Press Journal, Another
View: Mental health reform effort deserves
support (September 22, 2015).

19. Alamogordo Daily News, Mental health
reform effort deserves support (September
25, 2015).

20. Grand Rapids Business Journal, Behav-
ioral Health Care: We Can Do Better Than
This (October 2, 2015).

21. The Roanoke Times, Our view: Mur-
phy’s (would-be) law (October 7, 2015).

22. The Dallas Morning News, Congress can
rewrite mental illness stories by doing this
(October 21, 2015).

23. The San Francisco Chronicle, Crime,
punishment and mental health (October 22,
2015).

24. The National Review, Editorial: The
Week (October 26, 2015).

25. North Dallas Gazette, Dealing with
Mental Illness in a Dysfunctional Society
(October 28, 2015).

26. The Daily Courier, Seeking to help peo-
ple before they pull the trigger (October 29,
2015).

27. The Sacramento Bee, We’ve come to ac-
cept the unacceptable (October 30, 2015).

28. The Washington Post, Movement on
mental-health care (November 1, 2015).

29. The National Review, Editorial: The
Week (November 2, 2015).

30. Kane County Chronicle, Another view:
Movement on Mental Health Care (November
2, 2015).

31. Northwest Arkansas Democrat Gazette,
Others say: Movement on mental-health care
(November 3, 2015).

32. Grand Forks Herald, OUR OPINION:
Support US. House’s mental health care re-
form (November 4, 2015).

33. The Oklahoman, A review of state, fed-
eral mental health laws is justified (Novem-
ber 9, 2015).

34. Sarasota Herald Tribune, Bill targets
mental health crisis (November 22, 2015).

35. The Wall Street Journal, The Next Mad
Gunman (November 29, 2015).
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36. The Tampa Bay Tribune, Confront Our
Mental Health Crisis (December 1, 2015).

37. PennLive, Full U.S. house should get a
vote on Rep. Tim Murphy’s mental health
bill (December 14, 2015).

38. The Scranton Times-Tribune, Retool
mental health system (December 16, 2015).

39. The Citizens Voice, Improve access to
mental health care (December 16, 2015).

40. New York Daily News, Sane law prom-
ises mental health treatment for the dan-
gerously insane (January 28, 2016).

41. Washington Post, A glimmer of hope for
reforming mental health care in America
(June 25, 2016).

2013-2014 EDITORIAL ENDORSEMENTS

42. The Express-Times, Don’t give up on
background checks, mental health reform
(December 15, 2013).

43. Washington Observer-Reporter, Mur-
phy’s bill a step toward mental health re-
form (December 21, 2013).

44. The Wall Street Journal, A Mental
Health Overhaul (December 25, 2013).

45. Houston Chronicle, Dealing with it
(January 15, 2014).

46. The Wall Street Journal, The Definition
of Insanity (March 31, 2014).

47. Pittsburgh Post-Gazette, Worthy of
Support: Murphy’s Mental Health Bill Faces
the Critics (April 6, 2014).

48. The Toledo Blade, Worth of support
(April 9, 2014).

49. Pittsburgh Post-Gazette, Better Care
for the Mentally Ill is Crucial for Our Soci-
ety (April 13, 2014).

50. The Washington Post Mental health
care in the U.S. needs a check-up (April 16,
2014).

51. The Orange County Register, A Mental
Health Fix That Merits A Chance (April 21,
2014).

52. Mansfield News Journal, How Congress
can solve our mental-health crisis (May 19,
2014).

53. The Sacramento Bee, Efforts underway
to prevent all-too-often tragic results of un-
treated severe mental illness (May 20, 2014).

54. The Fresno Bee, Orange County sets ex-
ample with passage of Laura’s Law (May 21,
2014).

55. The Seattle Times, Mental-health re-
form to consider in light of Santa Barbara
shootings (May 28, 2014).

56. Cecil Whig, Rampage spurring new ap-
proaches (June 2, 2014).

57. The Arizona Republic, Reforms
shouldn’t protect ‘Big Mental Health’ (June
6, 2014).

58. National Review, Don’t Go Wobbly on
Mental Illness (June 9, 2014).

59. The Sacramento Bee, San Francisco
Casts Vote for Compassion for People with
Severe Mental Illness (July 9, 2014).

60. San Mateo Journal, A vote for compas-
sion (July 10, 2014).

61. Ocala Star Banner, Mental health issue
(August 18, 2014).

62. Bradenton Herald, Bill in Congress a
solid overhaul of America’s broken mental
health system (August 21, 2014).

63. Raleigh News & Observer, Pennsylvania
Congressman has Ideas to Address Mental
Health Care (August 28, 2014).

64. The Fayetteville Observer, Mental
health-care Overhaul Bill Worth Attention
(August 29, 2014).

65. The Tampa Tribune, Nation needs to
treat mental illness as a crisis (December 21,
2014).

ORGANIZATIONS

Adventist Health Care, American Academy
of Child & Adolescent Psychiatry, American
Academy of Emergency Medicine, American
Academy of Forensic Sciences, American
Foundation For Suicide Prevention, Amer-
ican College of Emergency Physicians,
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American Occupational Therapy Associa-
tion, Inc., American Psychiatric Association,
American Psychological Association, Behav-
ioral Health IT Coalition, California Psy-
chiatric Association, Center for Substance
Abuse Research.

College of Psychiatric and Neurologic
Pharmacists, Developmental Disabilities
Area Board 10 Los Angeles, Federal Law En-
forcement Association of America, Inter-
national Bipolar Foundation, Mental Health
America, Mental Health Association of Essex
County, NJ.

Mental Illness FACTS, Mental Illness Pol-
icy Organization, National Alliance on Men-
tal Illness (NAMI), National Association of
Psychiatric Health Systems, NAMI Harlem,
NAMI Kentucky.

NAMI Los Angeles County, NAMI New
York State, NAMI Ohio, NAMI San Fran-
cisco, NAMI West Side Los Angeles, National
Association for the Advancement of Psycho-
analysis, National Association of Psychiatric
Health Systems, National Council for Behav-
ioral Health, National Sheriffs’ Association,
No Health Without Mental Health, Pennsyl-
vania Medical Society, Pine Rest Christian
Mental Health Services.

Saint Paulus Lutheran Church (San Fran-
cisco), Schizophrenia and Related Disorders
Alliance of America, Sheppard Pratt Hos-
pital, Society of Hospital Medicine,
Sunovian, Treatment Advocacy Cater, Treat-
ment Before Tragedy, University of Pitts-
burgh, Department of Psychiatry, Wash-
ington Psychiatric Society, New York State
Association of Chiefs of Police.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tleman from Georgia (Mr. CARTER).

Mr. CARTER of Georgia. Mr. Speak-
er, I thank the gentleman for yielding.

Mr. Speaker, I rise today in support
of H.R. 2646, the Helping Families in
Mental Health Crisis Act of 2015.

Mental health has become a crisis in
our country. There is a nationwide
shortage of nearly 100,000 psychiatric
beds. Three of the largest mental
health hospitals are, in fact, criminal
incarceration facilities. Only one child
psychologist is available for every 2,000
children with a mental disorder.

Our Nation’s mental health system is
broken. Yet through the hard work of
my friend from Pennsylvania (Mr.
MURPHY), this bill fixes the deficit that
currently exists in our mental health
system through refocusing programs,
reforming grants, and removing Fed-
eral barriers for care. It provides for
additional psychiatric hospital beds. It
advances telepsychiatry to allow for
better coordination. It also
incentivizes States to provide commu-
nity-based alternatives to institu-
tionalization.

This bill takes numerous steps to ad-
dressing the deficiencies that our men-
tal health community faces.

I commend Representative TiM MUR-
PHY for his work on this bill, and I en-
courage my colleagues to support this
bill.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tlewoman from California (Mrs. MIMI
WALTERS).

Mrs. MIMI WALTERS of California.
Mr. Speaker, I rise today in strong sup-
port of the Helping Families in Mental
Health Crisis Act.
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Across this country, our mental
health system is broken. Nearly 10 mil-
lion Americans suffer from serious
mental illness, and for far too many of
those individuals the Federal Govern-
ment stands between them and the
care that they so desperately need.

The laws on the books are com-
plicated and outdated, but with this
legislation, we have the opportunity to
reform our national mental health sys-
tem. This bipartisan bill will refocus
programs, reform grants, and remove
the Federal Government as a barrier to
lifesaving health care.

I urge my colleagues to support this
critical legislation to improve the
quality and access to mental health
care treatment.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 1 minute to the gen-
tleman from California (Mr. MCCAR-
THY), the majority leader of the House
of Representatives.

Mr. McCCARTHY. Mr. Speaker, 1
thank the gentleman for yielding.

Mr. Speaker, it is a testament to
Representative TIM MURPHY’S exper-
tise, persuasion, and sheer force of will
that something so many thought would
be impossible is now inevitable.

The House will soon vote to pass Mr.
MURPHY’s Helping Families in Mental
Health Crisis Act under suspension.
Though this bill is the most significant
reform to our Nation’s mental health
program in decades, it has such a
breadth of bipartisan support that we
know it will pass with far more than a
majority of votes in this House.

This is a work that Mr. MURPHY of
Pennsylvania has done not just for 1
month, not 2, not even 1 year, but I
would say a lifetime of his work. You
see, each year, the Federal Government
has responded with money—3$130 billion
to be exact. But we cannot and should
never conflate the amount we spend
with the effectiveness of the spending.

The Federal Government has 112 pro-
grams to address mental illness. But
coordination is limited and gaps are
common. Children with mental health
disorders can’t get psychiatrists.
Criminal facilities are commonly used
to house mental health patients. Fund-
ing isn’t going to support evidence-
based breakthroughs that improve peo-
ple’s lives.

We need simplification, coordination,
and effectiveness. We need reforms
that help those who suffer from mental
illness while also making our Nation
safer.

This bill is thorough and will deliver.
From top to bottom it will improve our
fragmented mental health systems,
giving new hope to those too often for-
gotten and support to those truly in
need.

It is an honor to be on this floor with
Representative TIM MURPHY. He had
the passion, but he had the servant’s
heart to never forget those that he
wanted to serve. Many of those did not
have a voice, and many of those felt
left out, with no one there to speak for
them.
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Mr. MURPHY of Pennsylvania has
never given up, and he has shown that
the entire body of this House, and in
essence willed it together, that it came
out of the Committee on Energy and
Commerce unanimously, and I hope on
this floor we follow that direction.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield 45 seconds to the gen-
tleman from Illinois (Mr. LAHOOD.)

Mr. LAHOOD. Mr. Speaker, I rise in
support of H.R. 2646 and commend Dr.
MURPHY for introducing it.

Across the country, over 10 million
Americans suffer from severe mental
illness. Unfortunately, many are not
receiving their proper treatment, in-
cluding access to inpatient facilities or
trained mental health professionals.

In my prior life, I spent about 10
years as a State and Federal pros-
ecutor. In that role, I saw the negative
effects of a broken mental health sys-
tem. It is a system in much need of re-
form in Illinois and all across this
country. I have litigated many cases in
which mental health played a signifi-
cant role in the case, and I can assure
you that when it comes to mental ill-
ness, incarceration in prison is not the
solution.

This bill is a step in the right direc-
tion. It is comprehensive, and it will
help change the direction of our mental
health system. I strongly support it
and urge my colleagues to support it.

Mr. PALLONE. Mr. Speaker, 1 yield
myself the balance of my time.

Mr. Speaker, this bill is an important
and positive step towards expanding
and improving mental health care serv-
ices in this country, but it is only a
first step. If we are serious about
strengthening our national mental
health care system, we must expand
access and dedicate more resources.

Comprehensive legislation should in-
clude dedicating robust resources to
ensure access to community-based pre-
vention, treatment, and recovery serv-
ices in every community across the
country. It must provide additional
tools to strengthen mental health par-
ity enforcement.

Democrats will stay focused on con-
tinuing to expand and improve the con-
tinuum care for mental health care
services.

That said, I do want my colleagues,
and I urge my colleagues, to support
this bipartisan legislation, and let us
also work together to get the Senate to
pass their bipartisan bill, and they
need to go to conference or somehow
get a bill that would pass both Houses
and get to the President. I do pledge to
my colleagues on the Republican side
that we need to do that between now
and the end of year.

I wanted to take a moment to thank
the Democratic committee staff who
worked so hard on this bill—most of
them are on the floor—Tiffany
Guarascio, Waverly Gordon to my
right, Rachel Pryor, Arielle Woronoff,
Una Lee, and, finally, our fellow, Kyle
Fischer.

Again, I urge my colleagues to sup-
port this bill.
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Mr. Speaker, I yield back the balance
of my time.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, may I inquire how much time
I have remaining?

The SPEAKER pro tempore. The gen-
tleman has 2% minutes remaining.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, I yield myself the balance of
my time.

I want to add my thanks also to the
ranking member, Mr. PALLONE, for his
steadfast work in this and to his staff.
I have learned a lot from them. We
have had a lot of conversations and
hopefully we have learned from each
other.

Particularly, I want to thank EDDIE
BERNICE JOHNSON of Texas. Her persist-
ence and her role as a psychiatric nurse
has been invaluable in this whole proc-
ess.

In addition, other Members on the
other side of the aisle, Mr. GENE GREEN
of Texas and Ms. DEGETTE, MARCY
KAPTUR and JIM MCDERMOTT, who have
been incredible allies in this process,
and, of course, the chairman of the full
committee, Mr. UPTON.

The staff I want to thank are Gary
Andres, Karen Christian, Sam Spector,
Paul Edattel, Adrianna Simonelli; my

staff, Susan Mosychuk, Scott
Dziengelski; my former staff, Brad
Grantz; and also Michelle Rosenberg

from the committee, for their help.

Publicly, I want to also thank those
families who spoke up. Many families
came out of their pain—Senator Creigh
Deeds, Cathy Costello of Oklahoma,
Anthony Hernandez of California and
Jennifer Hoff of California, Liza Long
from up in Idaho, and Doris Fuller
from nearby—all talking about the suf-
fering of their families.

Thousands of other families spoke
up, but there are still millions who suf-
fer silently in the shadows trying to
deal with mental illness and a Federal
Government that has failed them,
States that have underfunded it.

I appreciate the comments from my
colleagues. Indeed, if we do not fund
some of these things we are author-
izing here, it is a far cry from what we
need to do. But this bill comes a long
way in reforming a system.

I ask my colleagues also now, this is
one of those moments to put aside any
political differences. In the 40 years
that I have worked as a psychologist, I
have never once asked any of my pa-
tients what party they belonged to. We
were there to help them. This is our op-
portunity to speak up for those who
have no voice, as I said at the onset,
the last, the lost, the least, and the
lonely. They depend on us.

I know that Members from both sides
of the aisle have told me many times of
the stories that they have suffered
themselves of their own families and
friends.

But now let me take a moment to set
aside my title as Congressman or as
doctor but to talk as a family member.

I think I was in college at the time
when I heard a soft voice call in my
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house just saying ‘‘help.” It was my fa-
ther. I went into the bathroom where
he was. He had cut the arteries in his
arms and he was bleeding out. I called
an ambulance and asked them to come
get help for him. He eventually recov-
ered and made peace. But it was that
soft voice calling for help that I re-
sponded to.

It is decades later and he is long
gone. But it is that soft voice that mil-
lions of Americans are also calling out
for help.

We have a chance here with this bill
to make a huge difference. Unlike any
other bills we may pass in Congress,
this is one where I think Members can
really go back and say: Today I voted
to save lives.

Let’s have treatment before tragedy,
because where there is help, there is
hope.

Mr. Speaker, I yield back the balance
of my time.

Mr. LEVIN. Mr. Speaker, reforming our men-
tal health system has been an active priority of
mine. That's why | supported legislation in-
creasing access to the mental health care, in-
cluding the Mental Health Parity Act of 1996,
the Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of
2008, the Excellence in Mental Health Act,
and the Affordable Care Act.

Among its provisions, the Affordable Care
Act expanded mental health parity protections
by including mental health coverage as one of
ten Essential Health Benefit categories. The
ACA also ended insurers’ ability to refuse to
cover someone due to a pre-existing condi-
tion. Prior to the ACA, insurers often declined
to cover someone who had diagnoses of men-
tal health conditions such as bipolar disorder,
schizophrenia, and anorexia. This was no ac-
cident, and these important mental health re-
forms were yet another reason | supported the
ACA.

The amended version of H.R. 2646, the
Helping Families in Mental Health Crisis Act
as reported out of Committee on the Energy
and Commerce, takes another meaningful
step towards reforming our mental health sys-
tem by strengthening enforcement of mental
health parity requirements, increasing access
to community-based treatment, and growing
the mental health workforce. | am pleased to
support this bipartisan legislation, and | look
forward to working with my colleagues in Con-
gress to continue to improve the nation’s men-
tal health system.
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The SPEAKER pro tempore. The
question is on the motion offered by
the gentleman from Pennsylvania (Mr.
MURPHY) that the House suspend the
rules and pass the bill, H.R. 2646, as
amended.

The question was taken.

The SPEAKER pro tempore. In the
opinion of the Chair, two-thirds being
in the affirmative, the ayes have it.

Mr. MURPHY of Pennsylvania. Mr.
Speaker, on that I demand the yeas
and nays.

The yeas and nays were ordered.

The SPEAKER pro tempore. Pursu-
ant to clause 8 of rule XX, further pro-
ceedings on this motion will be post-
poned.

H4325

RESTORING ACCESS TO MEDICA-
TION AND IMPROVING HEALTH
SAVINGS ACT OF 2016

Ms. JENKINS of Kansas. Mr. Speak-
er, pursuant to House Resolution 793, I
call up the bill (H.R. 1270) to amend the
Internal Revenue Code of 1986 to repeal
the amendments made by the Patient
Protection and Affordable Care Act
which disqualify expenses for over-the-
counter drugs under health savings ac-
counts and health flexible spending ar-
rangements, and ask for its immediate
consideration.

The Clerk read the title of the bill.

The SPEAKER pro tempore. Pursu-
ant to House Resolution 793, in lieu of
the amendment in the nature of a sub-
stitute recommended by the Com-
mittee on Ways and Means, printed in
the bill, an amendment in the nature of
a substitute consisting of the text of
Rules Committee Print 114-60, is adopt-
ed, and the bill, as amended, is consid-
ered read.

The text of the bill, as amended, is as
follows:

H.R. 1270

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the ‘“‘Restoring
Access to Medication and Improving Health
Savings Act of 2016,

TITLE I—RESTORING ACCESS TO
MEDICATION ACT OF 2016
SEC. 101. SHORT TITLE.

This title may be cited as the ‘‘Restoring
Access to Medication Act of 2016”°.

SEC. 102. REPEAL OF DISQUALIFICATION OF EX-
PENSES FOR OVER-THE-COUNTER
DRUGS UNDER CERTAIN ACCOUNTS
AND ARRANGEMENTS.

(a) HSAs.—Section 223(d)(2)(A) of the In-
ternal Revenue Code of 1986 is amended by
striking the last sentence.

(b) ARCHER MSAS.—Section 220(d)(2)(A) of
such Code is amended by striking the last
sentence.

(¢c) HEALTH FLEXIBLE SPENDING ARRANGE-
MENTS AND HEALTH REIMBURSEMENT AR-
RANGEMENTS.—Section 106 of such Code is
amended by striking subsection (f).

(d) EFFECTIVE DATE.—The amendments
made by this section shall apply to expenses
incurred after December 31, 2016.

TITLE II—HEALTH CARE SECURITY ACT

OF 2016
SEC. 201. SHORT TITLE.

This title may be cited as the ‘“‘Health Care
Security Act of 2016°°.

SEC. 202. ALLOW BOTH SPOUSES TO MAKE
CATCH-UP CONTRIBUTIONS TO THE
SAME HEALTH SAVINGS ACCOUNT.

(a) IN GENERAL.—Section 223(b)(5) of the In-
ternal Revenue Code of 1986 is amended to
read as follows:

‘() SPECIAL RULE FOR MARRIED INDIVID-
UALS WITH FAMILY COVERAGE.—

““(A) IN GENERAL.—In the case of individ-
uals who are married to each other, if both
spouses are eligible individuals and either
spouse has family coverage under a high de-
ductible health plan as of the first day of any
month—

‘(i) the limitation under paragraph (1)
shall be applied by not taking into account
any other high deductible health plan cov-
erage of either spouse (and if such spouses
both have family coverage under separate
high deductible health plans, only one such
coverage shall be taken into account),
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